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MEDICAL RECORD RELEASE AUTHORIZATION 
 
 
Patient’s Name: __________________________________________D.O.B______________________________ 

Address: ___________________________________________________________________________________ 

City: ______________________State: ____________ Zip: _________________  

 

  

Other, please specify _______________________________________ 
 
This authorization shall be valid for 120 days from the date of signature.  The patient can revoke this 
authorization in writing any time prior to the expiration date.  
 
 
Patient’s Signature: __________________________________              Date:__________________________ 
 
 

 
      I  authorize:  IVFMD, P.A.  

 
to fax my medical record to: 
 
Name: ____________________________________________________________________________________ 
 
Address: ___________________________________________________________________________________ 
 
City: _________________________ State: ______________   Zip Code: _______________________ 
 
Phone: _________________________________ Fax: ______________________________________ 
 
 
Check all that may be released:  Entire record 
 
      Infertility notes & relevant studies only 
 

Sy Q Le, M.D. 

Board Certified in Reproductive Endocrinology & Infertility 
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