RELEASE OF INFORMATION FORM

Name of Child:
______________________________ 
Date of Birth:  __/__/____

Address: _____________________________________________________________

City: ___________________________________State: ______________ Zip: _______________
I, _______________________________ hereby authorize ______________________________ 

        print name of Parent/Guardian* 



(person)
of __________________________________________________________________________

(name of doctor’s office, school, other)

to obtain the following information about the above-named child:

(Check all that apply)

[  ] all medical records currently on file at ___________________________________________ .

[  ] only the following medical records ____________________________________________ 

currently on file at _________________________________ .

[  ] In addition, I authorize 

(1) ____________________________ to release information concerning 

the above named child to:  _________________________________  

(2) ____________________________ to release information concerning 

the above named child to:  _________________________________

This authorization will automatically terminate on __________ unless previously revoked or extended by me, the undersigned.

________________________   ________


Signature of Parent/Guardian*       date
        

__ I hereby revoke this authorization  _______________________         __________



   

      Signature of Parent/Guardian*
date

__ I hereby extend this authorization for __ months _________________________     ______



   

  

   Signature of Parent/Guardian*
        date

*If the patient is over __ years of age, he or she may sign in place of parent/guardian.

Adapted from the American Academy of Pediatrics.

