
 

 

       

 

 

  RELEASE OF MEDICAL INFORMATION 

 

 
         ____Entire Record      ________Verbal Information To:  ________________________________ 

 

        ____Partial Record to include:   Office notes ___ OP notes ___ XRAYS___ Operation Images___ 

  

        Patient’s Name _____________________________ DOB _______________________________ 

 

        Social Security Number _______________________ 

       

        Address _____________________________________________________________________ 

 

        City/State and Zip _____________________________________________________________ 

 

                                PLEASE RELEASE MY MEDICAL RECORDS 

 

TO DR. _____________________       

   

LOCATION _      ___________________ 

 

FAX:  _________________________       

 

       

         Patient Signature:  __________________________________ 

 

         Date:  __________________________________Date Sent:  ____________________ 

          

 

 


