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RECORDS REQUEST RELEASE FORM
 
I hereby authorize and request that you release my medical records to:
________________________________________________________________
 
________________________________________________________________
 
________________________________________________________________

For treatment relating to:
 
_______________________________________________________________
 
I understand that my records may contain information regarding drug, alcohol, psychological, or psychiatric conditions and communicable diseases, which are protected by federal law and cannot be disclosed without written consent, unless otherwise approved in the federal regulations.  I also understand that I may revoke this consent at anytime and that in any event this consent expires automatically as described below.  My signature also means that I have read this form and/or have had it read to me and explained in a language that I can understand.  This release will expire in six (6) months.
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