
 
 
  

  

  
  

Authoriza�on to Release Medical Records  

  

Pa�ent Name___________________________        Date of Birth ______________________  

 This is to authorize you to provide a copy, summary or narra�ve of my medical records and/or 
to release confiden�al informa�on.  I understand that my records are electronic.  I am 
reques�ng the informa�on requested below.  

____________Complete record- $0.75 per page for copies   

___________Complete record emailed to __________________________________  

___________Last visit only via Fax sent to __________________________________  

  

The reason or purpose for this release of informa�on is:  

  
 

  

I understand that you will provide this informa�on within 30 business days from the receipt of 
this request, and you may charge a fee as listed above to prepare and furnish this informa�on.  

  

Signed __________________________________    Date _______________________________  
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