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AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION 

 

Patient Name:______________________________ Date of Birth:__________________ 

Previous Name (if applicable):_________________Social Security #:_______________ 

Phone #(s):________________________________    

 
 

I request and authorize            SENTER DERMATOLOGY       to 

  

  RELEASE TO          or           RECEIVE FROM 

 

 Name:_______________________________________________________________ 

 Address:_____________________________________________________________ 

 City:_______________________________ State:________ Zip Code:____________ 

 Phone:______________________________ Fax:_____________________________ 

  

 the health care information on the above mentioned patient. 

 

 

This request and authorization applies to: 

 Records relating to specific dates of service: 

   from_______________  to _________________ 

 Complete medical record 

 Pathology and/or laboratory reports 

 Other: __________________________________________ 

 

Patient/Representative Signature:_______________________________________________ 

Relation to patient:___________________________  Date signed:____________________ 

 

 

********** THIS AUTHORIZATION EXPIRES 1 YEAR AFTER IT IS SIGNED********** 


