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RELEASE OF MEDICAL INFORMATION 
 
 

I hereby give my consent to have all medical information and test results 
released to: 
 
 
________________________________________________________________________ 
(name) 
 
 
 
Patient:_________________________________________________________________ 
 
 
 
Patient Signature:________________________________________________________ 
 
 
Date:___________________________________________________________________ 
 
 
Witness:________________________________________________________________ 
 
 


