
 
 
 
 

RECORDS RELEASE FORM 
 
 
I, _______________________________, authorize Table Rock Family Medicine to obtain and / or 
release my medical information from / to the persons listed below. I understand and agree that my 
medical records may be release by facsimile (fax) if necessary. 
 
Send records to: 
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
 
Obtain records from: 
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
 
Release records to:  
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
 
 
 
Signature of Patient   Date of Birth Home Address 
 
Signature of Guardian/Parent  Relationship to Patient  Date 
 
It is understood that the above information to be released to Table Rock Family Medicine, PLLC is fully protected by the 
laws establishing the confidentiality of information acquired by Table Rock Family Medicine, PLLC. 
 
Authorization must be signed both by the patient and the nearest relative/guardian if the patient is under 18 years of age or 
by the nearest relative/guardian if the patient is incompetent or otherwise incapacitated. 
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