Authorization for 

Release of Medical Records

Name of Patient __________________________________ Date ________________

To the Administrator of __________________________________________ Hospital

                                             (Address of Hospital)

You are hereby authorized to allow ___________________________________________

                                                                     (Name of authorized person)

who is __________________________________________________________________

                                                      (Relationship)

_______ To be furnished a copy of the (complete) hospital records of the above named 

               patient

_______ To review and make a copy of the hospital records of the above named patient,

               pertaining to

               ________________________________________________________________

              covering the period from _______________________ to ___________________

The _______________________________________ Hospital, and you personally, are released from legal responsibility or liability for the release of the records to the extent indicated and authorized herein.

Patient: _____________________________________ Date: _______________________

Witness: ____________________________________  Date: ______________________
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