
MEDICAL RECORDS RELEASE 
________________________________________________________________________________________ 

Records Request From (Name or Doctor or Facility) 

________________________________________________________________________________________ 
Address of Doctor or Facility (if available) 

______________________________________ 
Doctor / Facility Phone 

Information / Copies of Medical Records on: 

________________________________________ __________________________________________ 
Last Name First Name 

________________________________________ X X X – X X - ____ ____ ____ ____
Date of Birth        Last four digits of your Social Security 

Period of Treatment: 

From: ____________________________________ To: ___________________________________________ 

PURPOSE OF MEDICAL INFORMATION:  NEW AND/OR ONGOING MEDICAL CARE 

Or Other: ________________________________________________________________________________ 

______________________________________ 
Doctor / Facility Fax 

In addition to all my records, I specifically also authorize the release of any records that may pertain 
to STD, HIV, AIDS, drug, alcohol or mental health to PCP for Life and it's providers and staff.

I HEREBY REQUEST AND AUTHORIZE THE ABOVE NAMED PHYSICIAN / TREATMENT FACILITY TO RELEASE 
ANY AND ALL MEDICAL INFORMATION REQUESTED FOR THE PURPOSE(S) DESCRIBED TO PCP FOR LIFE

________________________________________ 
Patient / Legal Guardian Signature

________________________________________ 
Date

YES NO
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