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Consent to Release Medical Records

	Patient Name:
	Date of Birth:
	Address (city, state, zip code):

	
	
	


I hereby authorize:



To release specified records to:

	
	

	
	

	
	

	
	


	Information to be released:
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Please be advised that we are only authorized to release the records of the physician treating you in this facility. 

Relation to Patient:
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Date: ____________








______________________________________	____________________________________


Print Name:						Signature:











3636 Nobel Drive, Suite 401 ♦ San Diego, CA 92122


phone: 858.202.1546 ♦ facsimile: 858.202.1548 ♦ www.paincarerehab.com
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