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Tel: 847.823.3185 

 

 

MEDICAL AUTHORIZATION 

RELEASE OF MEDICAL RECORDS 
 

 

 

 

 

You are hereby authorized to release any and all information, records and reports for medical 

and/or hospital care given to me. Release of said information is to be made to: 

 

Name: ________________________________________________________________________ 

 

Address: ____________________________________________________________________ 

 

City: ___________________________ State: __________________ Zip: _________________ 

 

Phone Number:__________________________ Fax Number: __________________________ 

 

 

 

 

Thank You,  

 

 

Patient Name: _______________________________________ Date of Birth: ______________ 

 

Date: _______________________  Phone Number: ___________________________ 

 

 

Patient Signature: _____________________________________________________________ 


