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AUTHORIZATION​ ​FOR​ ​RELEASE​ ​OF​ ​RECORDS 
 

Patient’s​ ​Full​ ​Name:​ ​_________________________________​ ​​ ​​ ​​ ​​ ​​ ​Date​ ​of​ ​Birth:​ ​_________________ 
​ ​​ ​​ ​​Please​ ​print​ ​clearly​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​DD/MM/YYYY  

Patient’s​ ​Address:___________________________________________​ ​​ ​​ ​​ ​Province,​ ​Postal​ ​Code:____________________ 

Phone​ ​Number:___________________________​ ​Work​ ​Number:______________________________________________  

 

 

   
 

Name​ ​of​ ​Doctor:​ ​____________________________________  
​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​Please​ ​print​ ​clearly 
Doctor’s​ ​Address:  
 

_________________________________________ 
  
  
__________________________________________ 
 

​ ​​ ​Doctor’s​ ​Telephone:  
 

​ ​​ ​Office:​ ​​ ​​ ​___________________ 
  
​ ​​ ​​ ​Fax:​ ​​ ​​ ​​ ​​ ​​​ ​​____________________ 
  

 

I,​ ​___________________________​ ​(patient’s​ ​name) 

AUTHORIZE​ ​THE​ ​DOCTOR​ ​ABOVE​ ​TO​ ​FURNISH​ ​A​ ​COPY​ ​OF:  

□ Health​ ​Records ​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​_______________________________________________________________ 
 

□ X-Rays ​ ​_______________________________________________________________ 
 

□ Laboratory​ ​Results​ ​​ ​​ ​​ ​​ ​​ ​​ ​​ ​​​ ​​ ​​_______________________________________________________________ 
 

□ Other ​ ​_______________________________________________________________ 
 
Please​ ​fax​ ​back​ ​to​ ​the​ ​Woodside​ ​Clinic​ ​along​ ​with​ ​this​ ​form​ ​to​ ​519-484-9995  
I​ ​release​ ​you​ ​from​ ​all​ ​legal​ ​responsibility​ ​or​ ​liability​ ​that​ ​may​ ​arise​ ​from​ ​this​ ​authorization.  
 
Signed:​ ​​ ​​ ​​ ​__________________________________________ 
 
Date:​ ​​ ​​ ​​ ​​ ​​ ​​​ ​​​ ​__________________________________________ 
 
Witness:​​ ​​​ ​​__________________________________________ 


