
 
207 Charlotte Street       (828) 251-2700 

Asheville NC  28801                                                 (828) 251-2725 fax 

 

 
Medical Records Release 

 

 

 

I, _________________________________________________, do hereby consent to and 

 

authorize_______________________________________________________________________ 

 

to disclose to ___________________________________________________________________  

 

the health, medical information and/or diagnostic tests requested below.   

 

 

Reason record is to be disclosed: _______________________________________________________ 

 

Records Requested: 1.  Dates of service ______________ to _____________ 

2. All Records 

3. Other _________________________________________________________ 

 

Patient Social Security Number:  _____-_____-_________  Patient DOB:  _________________ 

 

This information is not to be forwarded or released to another person or party without my explicit 

consent. 

 

_________________________________________  _____________________________  

Patient Signature       Date 

 

_________________________________________  ______________________________ 

Parent/Legal Guardian/Authorized Representative  Date 

 

_________________________________________  ______________________________ 

Witness       Date 

 

 

 

Method of delivery:  _______Fax     _______Mail  _______Release to Patient 

Thank you for your help and prompt attention. 


