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RECORDS RELEASE AUTHORIZATION 
 
 
To: __________________________________ 
 
 
I hereby authorize and request you to release to: 
 
 
 
 
 
 
 
All information regarding diagnosis and treatment during the period from _________to ________.  
 
Including specifically _____________________________________________________________ 
 
_______________________________________________________________________________ 
 
_______________________________________________________________________________ 
 
 
 
 
Patient’s name: ___________________________________________________ 
 
Date of birth : ____________________________________________________ 
 
Address: _________________________________________________________ 
 
Signature: ________________________________________________________ 
 
Date: ____________________________________________________________ 
 
Witness: __________________________________________________________ 


