CONSENT FOR RELEASE OF MEDICAL RECORDS
This is to authorize the release my medical records to:

________________________________________________________________________

Name of the physician, institution, and persons to receive your medical records

________________________________________________________________________

Address, Phone and or Fax number

Patients Name: ___________________________________________________________

Telephone number _________________________Cell number _____________________

Date of Birth ______________________________S.S #__________________________

This authorization includes permission for the institution/person named above to view and or copy the data specified.  Psychological records or HIV results require a separate release.  This authorization is valid and will be honored for 90 days unless otherwise specified.

________________________________________________________________________

Signature of patient of legal guardian



Date

________________________________________________________________________

Signature of witness

________________________________________________________________________

Date records sent
