
 

 

 

PATIENT AUTHORIZATION TO RELEASE OF MEDICAL RECORDS 

   

 

Date: _____________________________ 

 

To: _________________________________________________________________________ 

     

      ____________________________________________________________________________ 

    (Address) 

 

 

Reason for Release: ___________________________________________________________ 

 

____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

 

The complete history records including pathology reports in your possession, concerning my illness 

and/or treatment. 

 

Specific Date Range: _________________________________________________________ 

 

Name: _____________________________________________________________________ 

 

Address: ____________________________________________________________________ 

 

Signature: __________________________________________________________________ 

 

Guardian (if applicable): _____________________________ Relationship: _______________ 

 


