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MEDICAL RECORD RELEASE AUTHORIZATION FORM
Patient Information
Full Name: ________________________________ Date of Birth: _____________________________
Address: __________________________________ Phone Number: ____________________________
Requesting Medical Office 
Name: ____________________________________ Address: __________________________________
Phone: ________________________________ Fax: ________________________________
Recipient of Request (Facility Releasing Records) 
Name/Organization: ________________________ Address: __________________________________
Phone ________________________________ Fax: ________________________________
Information Requested
(Please check all that apply) 
· Lab Results
· Imaging Reports (X-ray, MRI, CT, Mammogram, Ultrasound, etc.)
· Appointment Notes 
· Pathology Reports
· Other (specify) __________________________
Purpose of Request 
· Continuing Care
· Upcoming Imaging Appointment
· Other (specify): ___________________________
Date Range of Records
From: _______________ To: _______________
Authorization & Acknowledgment
I understand that my medical records may contain sensitive information, including but not limited to mental health, substance use, HIV/AIDS, or genetic information. I authorize the release of such information unless otherwise specified here: ___________________________________________
I understand that:
· I may revoke this authorization at any time in writing, except to the extent that action has already been taken.
· This authorization will expire on: _______________ (date or event). If no date is given, authorization will expire one year from effective date.
· Information disclosed may be subject to re-disclosure and may no longer be protected by federal privacy regulations.
Signature
Patient/Legal Representative Name: __________________________
Signature: _______________________________________________
Date: __________________________
Relationship to Patient (if applicable): ______________________
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