PATIENT’s REQUEST for  RELEASE of RECORDS

1) FROM:

Health Care Provider, 




Holder of Medical Records:

NAME:___________________________________________

SPECIALITY:________________________________________

ADDRESS:
________________________________________



________________________________________

PHONE:___________________  FAX:____________________

2) TO:  Health Care Provider, Holder of Medical Records:

NAME:___________________________________________

SPECIALITY:________________________________________

ADDRESS:
________________________________________



________________________________________

PHONE:___________________  FAX:____________________

This is to confirm that I am requesting a copy of all of my medical records including test results and interpretations to be sent from the “1) FROM” to the “2) TO” provider listed above. 
for date(s) of service on ____________________________________________

By signing this release I verify that the signature below is my own or is a signature of my legal representative.  For verification of my identity, I am providing my social security number and my date of birth.

________________________________________________________________ 


Sign name here 
    
and check     
  Patient   or        Legal Rep

____________________________________________ 
____________​​​​​___

Print your name or legal representative’s name here

Today’s Date
____________________________________________ 
________________

Social Security #     






Date of Birth

PATIENT’s REQUEST for  RELEASE of RECORDS

TO:
Health Care Provider,  
Holder of Medical Records:

NAME:___________________________________________

SPECIALITY:________________________________________

ADDRESS:
________________________________________



________________________________________

PHONE:___________________  FAX:____________________

This is to confirm that I am requesting a copy of all of my medical records including test results and interpretations to be sent to me, from the provider listed above. 
for date(s) of service on ____________________________________________

to be used for my own purposes.
By signing this release I verify that the signature below is my own or is a signature of my legal representative.  For verification of my identity, I am providing my social security number and my date of birth.

________________________________________________________________ 


Sign name here 
    
and check     
  Patient   or        Legal Rep

____________________________________________ 
____________​​​​​___

Print your name or legal representative’s name here

Today’s Date
____________________________________________ 
________________

Social Security #     






Date of Birth

