Authorization for Release of Medical Records


PATIENT INFORMATION (Please print)

Name _____________________________________________________________________
Date of Birth __________________ Social Security Number: _________________________
Address: ___________________________________________________________________
Phone Number: ________________________________  E-Mail: ______________________


RELEASE MY RECORDS FROM:
Name: _____________________________________________________________________
Telephone Number: ________________________ Fax Number: _______________________
Address: ____________________________________________________________________


RELEASE MEDICAL RECORDS TO:

Earthen Vessels Nurse-Midwifery LLC
Janis Chrissikos RN, BSN, MSN, CNM
3732 New Vision Dr
[bookmark: _GoBack]Fort Wayne, IN 46845-1703
Phone 260-704-7166
FAX 260-357-0282

PREFER RECORDS BE FAXED IF POSSIBLE.

Please send my medical records by: ______________________________________________

We request the following medical records: _________________________________________
____________________________________________________________________________
____________________________________________________________________________

By my signature I authorize the release of medical records to Earthen Vessels Nurse-Midwifery Services LLC.

Client Name: _________________________________________ Date: ___________________







