
Medical Records Request/Release Form 

Patient Information: 

Name: __________________________________________________ 

Date of Birth: _________________________________________ 

Address: ______________________________________________ 

Phone: ______________________ Email: ___________________ 

I, hereby authorize the release of my medical records from 
SCENT Allergy & Sleep Medicine to the following recipient:

Recipient Information: 

Name of Recipient: ______________________________________ 

Address: ______________________________________________ 

City: ______________________ State: ______ Zip: ________ 

Phone: ______________________ Fax: _____________________ 

Purpose of Release: 

☐ Continuity of Care

☐ Personal Records

☐ Legal/Insurance Purposes

☐ Other (please specify): __________________________________

Records to be Released (check all that apply): 

☐ Medical History

☐ Consultation Notes

☐ Test Results

☐ Imaging Reports

☐ Medication Records

☐ Immunization Records

☐ Other (please specify):__________________________________



Authorization Period: 

This authorization shall remain valid until  , unless revoked earlier by written 

notice. 

I understand that: 
1. The information disclosed pursuant to this authorization may include information relating to the treatment of
alcohol or drug abuse, mental health conditions, and HIV/AIDS, which may be protected by state or federal law.

2. I have the right to revoke this authorization at any time, except to the extent that action has already been taken in
reliance on it.

3. The recipient of the disclosed information may redisclose it, and in such cases, it may no longer be protected by
federal or state privacy regulations.

Patient Signature: _____________________________ Date: _______________ 

Parent/Guardian Signature (if applicable): ____________________________ 


