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RECORD RELEASE AUTHORIZATION
I hereby authorize and request you to release to:
 Name: ____________________________________________________
 Address: __________________________________________________
  __________________________________________________________
  Phone Number: _____________________________________________
  Fax Number: _______________________________________________

The records in your possession, concerning my child’s illness and/or treatment during the following period
                     From: __________________________ To: _______________________
  Patient Name: ______________________________________________
Patients Date of Birth: ______________________________________
Address: _________________________________________________
_________________________________________________________

 Signature of Parent/Guardian: __________________________________
 Name of Parent/Guardian: _____________________________________
  Date: ______________________________________________________
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