
RECORDS RELEASE AUTHORIZATION

Release records from: 
___________________________________________________________

Physician or Hospital

_____________________________________________________________________________
_

Address/Telephone Number

I hereby request and authorize you to release:

___ Only the following tests or records: ____________________________________________

___ My complete medical record - I understand that I am not required to release genetic
testing or counseling results.

Release the above information to:

_____________________________________________________________________________
_

Physician or Hospital

_____________________________________________________________________________
_

Address/Telephone Number

This release is good for sixty days unless I revoke it by writing before such time.

Name: ______________________________________ Maiden Name: ____________________

Date of Birth: _____________________ 

Address: ______________________________________________________________________

Signature: ______________________________ Date ____/____/____

Witness: ______________________________

Lisa Weiler, M.D.  Michael Stowell, M.D.  Elizabeth McDaniel, CNM  Jyll Hopkins, WHNP

1010 West Second Street  Bloomington, IN 47403  812-334-3955  1-877-917-3627  Fax 812-334-5792



Relationship of Witness to patient: _________________________________


