
 

 

 

 

 

 

 

Patient Authorization and Consent for Release of 

Records 

 

 

 
I, (Patient)__________________________________________ authorize 

(Provider Of Service)________________________________________ 

__________________________________________________________ 

To send a copy of my records and or radiographs to the provider listed 

below. 

 

 

Thank You 

 

 

Patient Name: ___________________________________ 

Address: ________________________________________ 

City: ________________________State____Zip_________ 

 

Patient Signature____________________________________________ 

 

 

 

Please Forward records to:      ___________________________ 

 

        _____________________________ 

 

     ________________________________   

 
 


