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RECORDS RELEASE FORM 
 
 
 

I the undersigned, hereby authorize the release of my medical records to 
the following party or parties: 
 
_____________________________________________________________. 
 
_____________________________________________________________. 
 
_____________________________________________________________. 
 
_____________________________________________________________. 
 
Restrictions of information, if any, would be as follows 
 
_____________________________________________________________. 
 
_____________________________________________________________. 
 
_____________________________________________________________. 
 
Print patient’s Name:___________________________________________ 
 
Patient’s Signature:____________________________________________ 
 
Date:_________________________________________________________ 
 
Witness:______________________________________________________ 
 
Relationship:__________________________________________________ 
 


