AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

I authorize any and all health care providers and/or organizations to release information from my medical records, including information of a psychological, psychiatric, alcohol or drug-related nature to:

	
	
	

	Patient’s Signature
	
	Date

	
	
	

	*Relationship if not signed by patient
	
	Date

	
	
	

	Print Name and Date of Birth
	
	


**Authorization must be signed by the patient or by the parents if the patient is a minor, or by nearest relative if the patient is physically or mentally incompetent.

