Medical Release Form

Medical records release for ___________________________ Date: ________________

TO: _____________________________________, _______________________________
Phone: ________________, Fax: ________________
All employees, contractors, and associated individuals thereof,
Take notice that I,__________________________ (the “patient”), do hereby request the following information to be released:

Medical Records:
All medical and health information contained within:
a. Charts
b. Notes
c. Reports
d. Records
e. Medication and Prescriptions list


Patient Signature: ___________________________________ Date: _____________________
Parent/Guardian Signature: ______________________________ Date: _________________



Dr. Your Name
123 Mallory Lane
New York, NY 11111
(555) 555-5555
