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Authorization to Release Medical Records

| authorize Dr. /Clinic:

Fax number: Phone Number:

To disclose information to Dr. /Clinic:

Fax : Phone Number:

Documents including:

Patient’s Name:
(Print name please)

Date of Birth:

Signature of Patient or Guardian: Date:

Comments:

This fax and attachments may contain information that is privileged, confidential and /or may be specially protected or restricted from disclosure
under applicable laws. The information is intended only for the use of the individual or entity named. Please handle the facsimile to insure
complete confidential and direct delivery to the indicated recipient. If you have received this fax in error, you are hereby notified that reading,
reviewing, disseminating, disclosing, copying or discussing this information is strictly prohibited. If you have received this fax in error please call the
office at 206-527-2987 and let our customer service representative know.



