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AUTHORIZATION TO RELEASE RECORDS

Name of Patient Today’s Date

I hereby authorize:

Provider of Service Street Address

City, State, Zip Code

Telephone
to release records to Dr. Eric Saslow at the above address.
This authorization shall become effective and shall

terminate 6 months from the effective date if not eariier revoked by
the undersigned.

Release or transfer of the disclosed information to any person or
entity not specified herein is prohibited by law.

I understnad that I have the right to receive a copy of this
authorization if I so request.

Signature of Patient/Parent/Guardian/Conservator Date

Street Address Relationship to patient

City, State, Zip Code Telephone

Notes:




