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Authorization for Release of Medical Information 


Patient Name: ____________________________________ DOB: ______/______/_______

I, _____________________________________herby authorize the release of medical records  


TO / FROM:

Hartman Pediatrics 
3061 7th St Ste A Moline, IL 61265
Phone: 309-249-0069   Fax: 309-524-4654

FROM / TO:

Doctor/Clinic: _________________________________________________________________

Address: ____________________________________________________________________

Phone: ____________________________________ Fax: _____________________________

Please release the following information:

__________ Most recent well exam visit note, vaccine records, lab results, growth charts


Purpose of the disclosure:

______Transfer of care

______ Continuing medical care


I understand that I may revoke this authorization in writing at any time. 

Signature: __________________________________________________Date: ___________
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