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AUTHORIZATION TO RELEASE INFORMATION

Patient Name:

DOB: / /

Specific Information to be released:
] All Medical Records [J Lab Results
[JShot Records [J Medication Forms
I Current Medical Exam / Physical Forms 1 Other
Reason for MR Release: ___ Transfer of Care___Moving___ Parent Rec. Copy
_ PCS__ Other
Release To: Release From:

Please state how you would like information released:
Mail (provide address above +50pgs) Fax (provide number above -50 pgs)
Pickup

IDO___ DO NOT___ authorize the release of portions of the record relating to substance
abuse, psychological/psychiatric conditions and/or communicable disease, including
AIDS, if present.

I understand that this consentis revocable except to the extent that action has already
been taken. This

consent will automatically expire 90 days from the date of signature, unless another date is
specified below.*

NOTE: Unless otherwise permitted by law, further release of this information is prohibited
without my prior consent.

Signature of parent/legal representative Date:

State relationship if other than parent

Signature of Witness Date:

*Authorization not valid beyond
Date cannot exceed one year from Date of Signature
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