
​Authorization for Record Release Form​

​Patient Name: _____________________________     Date of birth: ____/____/_____​

​This​ ​form​ ​is​ ​to​ ​authorize​ ​Healthy​ ​Kids​ ​Pediatric​ ​Group’s​ ​disclosure​ ​of​ ​medical​ ​records​ ​to​
​individuals​ ​whom​ ​are​ ​NOT​ ​the​ ​patient​ ​listed​​above.​​By​​completing​​this​​form,​​you,​​the​​patient,​
​agree and consent to the disclosure of your medical information to the person(s) listed below.​

​●​ ​_________________________________      ________________________​
​(Name)​ ​(Relationship to patient)​

​●​ ​_________________________________      ________________________​
​(Name)​ ​(Relationship to patient)​

​●​ ​_________________________________      ________________________​
​(Name)​ ​(Relationship to patient)​

​Patient’s Email:  ______________________________________________​

​Patient’s phone #: ______________________________________________​

​I understand that I have the right to revoke this request at any time, in writing.​

​By signing below, I agree to the above statement for Healthy Kids Pediatric Group’s​
​Authorization for Record Release.​

​______________________________​ ​_________________​
​(Patient signature)​ ​(Date)​


