
 
 

 

 

 

Release of Medical Information 
 

 

 

 

Chart Label ____________________ 
                            Patient Name/DOB 

 

 

 

I hereby give my written permission to Dr. _________________________ & Women’s  

 

& Family Health Specialists, to release medical information regarding myself to:  

 

_____________________ , ____________________ ,  ______________________ .  

 

This authorization is valid one year from the date of signature.  I understand that I can revoke  

 

this authorization at any time. 

 

 

__________________________________  _____________________________ 

                     Patient Signature          Date 

 

__________________________________  _____________________________ 

                     Patient Signature          Date 

 

__________________________________  _____________________________ 

                     Patient Signature          Date 

 

__________________________________  _____________________________ 

                     Patient Signature          Date 

 

__________________________________  _____________________________ 

                     Patient Signature          Date 

 

__________________________________  _____________________________ 

                     Patient Signature          Date 

 

__________________________________  _____________________________ 

                     Patient Signature          Date 


