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RECORDS RELEASE 

 

 

 
 Date: ___________________________________________________________________ 

 

 

 To: ____________________________________________________________________ 

Doctor or Hospital 

 

      _____________________________________________________________________ 

Address 

 

 

 

 I hereby authorize and request you to release: 
 

 To:  ___________________________________________________________________ 

Doctor or Hospital 

 

                   ___________________________________________________________________ 

Address 

 

 

 

 The complete medical records in your possession, concerning my illness 

 And/ or treatment during the period: 

 From:  __________________________  To:  _______________________ 

 

 Signed:  _____________________________________________________ 
(Patient or nearest relative) 

 

 

 Print Name:  _________________________________________________ 

 

 Witness:        _________________________________________________ 


