Template: Sample authorization for release of medical records

1. Patient (complete in full):

Name — Last, first, middle ____________________________________________________________________________________________
Health card number ______________________________	Date of birth ______________________________________
Address — City, province, postal code __________________________________________________________________________
__________________________________________________________________________________________________________________
Phone No. _________________________________________	Email _________________________________________
2. Records released from:

Name — Last, first, middle ____________________________________________________________________________________________
Address — City, province, postal code ___________________________________________________________________________
___________________________________________________________________________________________________________________
Phone No. _________________________________________
3. Records released to:

Name — Last, first, middle ____________________________________________________________________________________________
Address — City, province, postal code ___________________________________________________________________________
___________________________________________________________________________________________________________________
Phone No. _________________________________________


I hereby authorize [name of physician] to make all of my medical records and reports available to  Dr.	located at	___.
I understand that this is an uninsured service not covered by my medical insurance plan. I realize there may be a charge for this service and that I am responsible for it. Please contact me concerning          the fee before copying my records.

Signature of patient____________________________________	Date_________________________________________________

If not signed by the patient, please indicate legal relationship:  	 [Parent or guardian of minor patient, or guardian or conservator of an incompetent patient]
Name of guardian/representative_________________________	 Date______________________________________________


Witness____________________________________________________	 Date______________________________________________



