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Authorization to release information 

 

This form allows the patient to choose who has access to his/her medical information. If you 

choose not to authorize anyone, please put a cross over the bottom half and sign. 

I ………………………………………………………………………………………………………………………………………………………………… hereby give permission for the  

release of my medical information to the following: 

 

Name:    ……………………………………………………………………………………………………………………………… Relationship:     ……………………………………………………………………………………………………… 

 

Name:    ……………………………………………………………………………………………………………………………… Relationship:     ……………………………………………………………………………………………………… 

 

Name:    ……………………………………………………………………………………………………………………………… Relationship:     ……………………………………………………………………………………………………… 

 

Name:    ……………………………………………………………………………………………………………………………… Relationship:     ……………………………………………………………………………………………………… 

 

Name:    ……………………………………………………………………………………………………………………………… Relationship:     ……………………………………………………………………………………………………… 

 
 
 
 

  

Signature of patient or Authorized Representative                                                                
 

                   Date 

 


