
 

 
 

 
 
 
 
 

RECORDS RELEASE AUTHORIZATION 
 
 
I ( Patient Name), _________________________________, Date of birth (Patient), 
____________ hereby request and authorize you to release all information concerning my 
treatment in your office to the following physician: 
 
 
                Doctor’s Name______________________________________________ 
 
                           Address______________________________________________ 
 
                                         ______________________________________________ 
               
                                         ______________________________________________ 
 
                           Phone #______________________________________________ 
 
                               Fax #______________________________________________ 
  

 
All records during the period ____________________through_____________________ 
 
All records 

 
 

Thank you for your cooperation in this matter. 
 
 
 
_______________________________________  __________________ 
 
_______________________________________  __________________ 
 
_______________________________________  __________________ 
 
 

Signature of Patient 

Signature of Parent, Guardian, or Personal Representative 

Date  

Date 

Relationship to Patient Print Name of Parent, Guardian, or Personal Representative 


