
​Authorization for Release of Medical Records​

​Patient Information:​

​Full Name: _____________________________________  Date of Birth: _______________​
​Phone Number: __________________________​
​Address: __________________________________________________________________​

​I authorize the release of my medical records as follows:​

​1. Releasing Facility/Provider:​

​Name: _____________________________________​
​Address: _____________________________________________________________________​
​Phone: _______________________________     Fax: _________________________________​

​2. Receiving Facility/Provider or Person​

​Name: ________________________________​
​Address: _____________________________________________________________________​
​Phone: _______________________________     Fax: _________________________________​

​3. Information to Be Released (Check All That Apply):​

​☐ Entire Medical Record​
​☐ Visit/Consultation Notes From ___________________ to ________________________​

​6. Acknowledgment and Consent:​

​I understand that:​

​●​ ​This authorization is voluntary, and I may revoke it in writing at any time, except to the extent that​
​the records have already been released in reliance on this authorization.​

​●​ ​Once the information is released, it may no longer be protected by federal privacy regulations.​
​●​ ​Refusal to sign this form will not affect my ability to obtain treatment, payment, or enrollment in a​

​health plan.​

​Patient Signature: ____________________________________       Date: _________________________​

​(If signed by a legal representative, complete the following):​

​Representative Name: _________________________   Relationship to Patient: ___________________​

​Please Email Request to klynn@mdeyedocs.com​


