Health Records Release Request Form

Full Name:

| |

Date of Birth:

| |

Address:

| |

Phone Number:

| |

Nane of Provider/Facility Releasing Records:

| |

Name/Address of Recipient:

| |

Type of Records to be Released:

| |

Purpose of Release:

| |

Authorization Signature:

| |

Date Signed:

| |

Submit
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