
MEDICAL RECORDS RELEASE 

PATIENT INFORMATION:  Date:________________

Patient’s Name:_______________________________________ Date of Birth:___________ 
Phone Number:_______________________________________________________________ 
Email Address:_______________________________________________________________ 

MEDICAL RECORDS RELEASE AUTHORIZATION 

I, ___________________________________________, hereby authorize the release of my 
medical records to __________________________________________________________ from  
Premier Dermatology & Cosmetic Surery, P.A to be forwarded to provider listed below. 

MEDICAL PROVIDER INFORMATION: 

Providers Name:______________________________________________________________ 
Address:____________________________________________________________________ 
Phone Number:_______________________________ Fax:___________________________ 

RECORDS SUBJECT TO RELEASE: 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 

CONSENT: I acknowledge that the information provided may contain sensitive and 
confidential medical data. I authorize the release of this information and confirm it to be 
voluntary. 

SIGNATURE:____________________________________________DATE:______________ 
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