
Request for Release of Medical Records 
 
 
Date:  ________________ 
 
 
 
Release Records from: 
 
 
 
 
 
I hereby request that my medical records be released to: 
 
 
 
 
 
Patient’s Name:     ______________________________________________ 
 
Patient’s DOB:      ______________________________________________ 
 
Patient’s Address: ______________________________________________ 
 
 
 
 
Patient’s Signature: _____________________________________________ 
 
Date: ___________________ 
 


