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RECORD	RELEASE	FORM	

I	give	permission	for	my	medical	records	to	be	released	to	the	following	physician:	

PHYSICIAN	NAME:	 	___________________________________________	

PHYSICAN	FAX	#:	 ____________________________________________	

PATIENT	NAME:		 ____________________________________________	

PATIENT	SIGNATURE:	 ____________________________________________	

DATE:	 	 	 ____________________________________________	
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