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I, ________________________________________(name) hereby authorize the release of my
following records:

Check all that applies:
o Xrays
o Charts
o Notes

Please send my records via.  Email / Mail / Fax (Check One) to the address given below:

Email:________________________________________________________
Address:______________________________________________________
Fax:__________________________________________________________


Name Of Patient:  _______________________________________
Signature:   ______________________________________________
Date: ___________________________________________________
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