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Consent to release infomration to third party 10032020 
 

REQUEST FOR RELEASE OF PERSONAL MEDICAL RECORDS 

 

To: 

 

Re: 

 

 

 

I, __________________________________________________Hereby 

authorize ___________________________________ to release the 

following information to __________________________ 

 

Details: ___________________________________________ 

 

Patient Name: _____________________ 

Patient’s signature: _______________________ 

Witness Name/Signature: _____________________ 

Date: ____________________________________ 


