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AUTHORIZATION FOR RELEASE OF  

MEDICAL RECORDS FROM OVCRS 
 
____________________________ __________________ ________________________ 
Patient Name     Patient Social Security Number Person requesting release 
 
____________________________________________ ____________________________  
Patient Address (street)    Patient Date of Birth     
 
____________________________________________ 
Patient Address (City/State/Zip)      
 

Release records to: ______________________________________________ 
Name 

 
_____________________________________________________________________ 
Address 

 
_____________________________________________________________________ 

 
I, the undersigned, authorize you to furnish a copy of or to allow the following medical 
records to be reviewed: 

Records from _____________ to ________________ All dates_______ 
Date   Date    Check for all 

 

Regarding my: 
___ All medical record information/ or as noted below: 
___ My diagnosis  ___ Hospital/surgery information 
___ My prognosis  ___ Operative reports 
___ Other (following specific documents)______________________________ 

__________________________________________________________ 
 
PURPOSE OF RELEASE: 
I authorize release to ________________________for the following purpose of ____________________ 
 
____________________________________________________________________________________
. 
Any other use is forbidden. 
 **** 
 ADDITIONAL RELEASE(Check as applies) 

  This authorization specifically authorizes Dr. ______________ to disclose HIV Test results or 

diagnosis and AIDS and AIDS-related conditions. 

  This authorization specifically authorizes Dr. ______________ to disclose records of alcohol 

abuse and substance abuse. 
 ************************************************************************************************** 
I understand that I may revoke this authorization at any time, except to the extent that Drs. Waller, Smith, 
Chilukuri, or Arruffat have already taken action in reliance on it (e.g., probation, parole, etc.) And that in 
any event this authorization expires automatically sixty (60) days from date of my signature or as 
specified by date, event or condition as 
follows:__________________________________________________________________ 
 
 
____________________________________ __________________________________ ________________________ 
Signature of patient or authorized person  Relationship to patient        Date        Legal 
Representative 
 
 
____________________________________ _______________     
Witness Signature    Date 


