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PO BOX 914, 125 N MAIN ST
MADISON VA 22727

(540) 948-3667 Office
(540) 948-2209 Fax

https://madisonfreeclinic.org
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RELEASE OF RECORDS

I, ______________________________, hereby authorize ______________________

to release my medical records, including imaging, lab results and provider

progress notes to ______________________________.

Patient signature _______________________________

Patient’s date of birth _______________

Today’s date _______________

https://madisonfreeclinic.org
mailto:intake@madisonfreeclinic.org

