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AUTHORIZATION TO RELEASE  
INFORMATION FROM THE  

MEDICAL RECORD 

 
Patients Name_________________________________________________________________________ 
 
Address__________________________________________________State_______Zip_______________ 
 
Birthdate__________________________Mother’s Last Name___________________________________ 
 
I,the undersigned,hereby authorize: 
 
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

To provide from the Patient’s Medical record the information specified below to: 

_____________________________________________________________________________________ 

For the Purpose of______________________________________________________________________ 

The information supplied is to be restricted to (specify medical info)______________________________ 

And/or for (specify time period to be covered)_______________________________________________ 

Release or transfer of the specified information to any person or entity specified herein is prohibited. An 

additional consent must be obtained for any proposed new use of the information or for it’s transfer to 

another person or entity. 

A copy of this authorization is as valid as the original. I understand, I have the right to a copy of this form 

upon request. 

This authorization shall be valid until (date)__________________________________________________  

Patient Signature____________________________________________Date_______________________ 

Or legal representative_______________________________________Date_______________________ 

Relationship to patient__________________________________________________________________ 


