
AUTHORIZATION FOR RELEASE OF RECORDS/XRAYS 

 

 

 

To___________________________________________________ 

Treating Physician 

 

 

Address 

 

I hereby authorize and request you to release  

 

To___________________________________________________ 

Doctor/Therapist/Relative 

 

 

Address 

 

The complete medical records in your possession, concerning my 

illness. 

 

Date_________________  Signed________________ 

                 Patient 

 


