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MEDICAL RECORDS RELEASE AUTHORIZATION 
 
I authorize and request ___________________________________ to release medical records to: 
 
Physician or contact name:  _______________________________________________________  
 
Company or practice: ___________________________________________________________  
 
Address:  _____________________________________________________________________  
 
City, State, Zip: ________________________________________________________________  
 
Please check one: 
 
 I understand that my records may contain information regarding the diagnosis or treatment of 

HIV/AIDS, other sexually transmitted diseases drug and/or alcohol abuse, mental illness or 
psychiatric treatment.  OR 
 

 I do not give permission to release information regarding the diagnosis or treatment of 
HIV/AIDS, or other sexually transmitted diseases, drug and/or alcohol abuse, mental illness 
or psychiatric treatment. 

 
I certify that this request has been made voluntarily and that the information given above is 
accurate to the best of my knowledge. I understand that I may revoke this Authorization at any 
time, except to the extent that action has already been taken to comply with it.  A copy or 
facsimile of this Authorization with my signature may be used with the same effectiveness as an 
original. 
 
Name: _______________________________________________DOB:___________________  
 
SS#:______________________________________Telephone: __________________________  
 
Address: ______________________________________________________________________  
 
City, State, Zip:_________________________________________________________________  
 
 
Signature: _____________________________________________Date: ___________________  
 
 
Witness Signature: ______________________________________Date____________________  
 


