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CONSENT FOR RELEASE OF MEDICAL INFORMATION


The following constitutes an authorized release of medical information concerning:


Name of Patient (print): 


Patient Information


Social Security Number:



Date of birth: 



Street Address: 



City, State, zip code: 



Area code and telephone #: 


I hereby affirm that I am 18 years or older and that I am not incompetent or under any guardianship and hereby authorize you to give information from my inpatient or outpatient files as follows.

( ( Laboratory reports
( ( Surgical pathology reports

( ( Autopsy reports
( ( Cytopathology reports

( ( Specify other 


Dates of testing: 


Release Medical Information To:

Person to receive information: 


Organization represented: 


Organization street address: 


City, State, zip code: 


Area code and telephone #: 


It is understood that this consent is subject to revocation by me at any time except to the extent that action has been taken in reliance thereon. This request is valid for sixty (60) days unless revoked by me in writing. It is also understood that this authorization may be by photocopy of the original.

Signature of patient or legal representative

Date of request

Information released to: 
 



Name (Signature)
Date

Released by: 
 



Name (Signature)
Date


