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Authorization to Release Medical Records

Date of Birth:

Patient Name:

Other Names Used:

Maiden Name:

Address: Phone:
Soc. Sec. #:
Dates of Service: To
Date Date

| authorize that my medical records be released:

From: Name:

Address:

City, Zip:
Fax #:

To: Name:

Address:

City, Zip:
Fax #:

Purpose for Medical Records Release:

Copies to be Released:
[]Lab Reports

[]All Records
[] Operative Report [ ] Progress Notes
[JHistory & Physical [] Other,

[ ] Discharge Summary

*I understand that, unless otherwise specified by me, the records to be released by The Woman’s
Clinic will include records created by The Woman'’s Clinic as well as medical records created by
other health care providers whose records are a part of The Woman’s Clinic chart.

This consent will expire on or 120 days after the date it is signed, or sooner at my written request.

SPECIFIC AUTHORIZATION

Substance Abuse Mental Health Treatment Information HIV (AIDS) Test Resuits

I acknowledge that data to be released MAY INCLUDE material that is protected by Federal Law
to ANY or ALL of the above.

My signature below authorizes release of all such information.

This facility, its employees and officers, and attending physicians are
released from legal responsibility or liability for the release of the
above information to the extent indicated and authorized herein.

Signatures

Patient/Legal Guardian: Date:

If not patient, relationship to patient: Date:
Date:

Witness:




