
Authorization for Release of Medical Records

Patient Name _____________________________________ 
Date of Birth ___________________________
Address ___________________________________________ 
Social Security _________________________ 

I hereby authorize the following people, businesses, and/or establishments to release and 
have access to my medical records including history and diagnostic testing reports. 

• ________________________________________

• ________________________________________

• ________________________________________

Signature of Patient ______________________________________ 

Date _____________________

Witnessed By ____________________________________________ 

Date______________________
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