
    
MEDICAL RECORDS RELEASE 

 
 
 
Date:__________ 
 
 
To whom it may concern: 
 
I authorize Passport Health to release my medical records to 
 
------------------------------------------------------------------------- 
  Name of Physician or Facility 
 

Client name:______________________________________ 
 
DOB:___________________________________________ 
 
Fax number or address to which you wish record sent:____________________________ 
_______________________________________________________________________ 
 
 
 
__________________________________  _________________ 
             Signature of Client     Date 


