
MEDICAL RECORDS RELEASE 
  
  
  
I, ___________________________________________________________,  
  
  
hereby authorize_______________________________________________  
 
to release copies of my medical records to either myself or the ___________________ (name of 
clinic).    
  
  
  
Signed:  ______________________________________  
  
  
Witness:  _____________________________________  
  
  
Date:  ________________________________________  
  
  
  
  
Please send copies of the above mentioned patient's medical records to the following address:  
(Enter name and address of clinic) 
 
  
 
  
  
Thank you. 


