
MEDICAL RECORD RELEASE FORM 

Patient’s Name:_____________________ Date of Birth:__________________ 

Social Security #:_____________________ 

Please release my medical records from the following physician(s): 

Name:_______________________________________________________________________ 

Address:______________________________________________________________________ 

City:_____________________________State:_________________ZIP:___________________ 

Phone #:_________________________________ 

Fax #:____________________________________ 

The release of my medical records is for the continuation of care. 

________________________________________________ 
(patient’s signature) 

____________________________ 
(Today’s Date) 
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