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RECORD RELEASE

Date:

To:

I, DOB Lastfour SSN___ |

hereby authorize you to release my medical records to Family Internal Medicine.

Please release all information including the diagnosis, recent consults and tests pertaining
to medical treatment rendered to me during the period of time from:

to
Signature
Print Name
Witness
***2*CONFIDENTIAL **#***

This is a PRIVILEGED and CONFIDENTIAL message, intended ONLY for the use of the individual
or entity to which it is addressed. The information herein and attached hereto are confidential medical
records intended for the use of the individual or entity named above. If you are not the intended recipient of
this message, or the employee or agent responsible for delivering the message to the intended recipient, you
are hereby notified that any dissemination, distribution or copying of this communication s strictly
prohibited. If you have received this communication in error, please notify us immediately by telephone
and return the original to us by US Postal Service without making a copy. Thank you.




