
 
 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 
 
 
        Date: 
 
I hereby authorize: 
 

Current Medical Record Keeper: 
Street Address: 

Town, State, Zip Code: 
 

Phone Number: 
Fax Number: 

 
To furnish full details of the medical care of: 

 
  Patient’s Name: 

   Date of Birth: 
  Phone Number: 

 
 

Please send records to: 
 

New Medical Record Keeper: 
Street Address: 

Town, State, Zip Code: 
 

Phone Number: 
Fax Number: 

 
 
 

________________________________              ________________________________ 
Name        Signature 
 
 
Relationship to Patient: 
 
 
Witness (if applicable):  
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