Permission to Access Medical History

Patient Name:

| |

Date of Birth:

| |

Healthcare Provider/Clinic:

| |

Authorized Recipient:

| |

Relationship to Patient (if not self):

| |

Medical History Date Range (if applicable):

| |

Purpose of Access:

| |

M1 hereby give permission for the above healthcare provider/clinic to release my medical history to the authorized recipient listed above.

Signature:

| |

Date:

| |
Submit
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