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Authorization to Release Medical Records

General Release Authorization

Use this form to authorize Grove Pediatrics to release or obtain your child's medical records to or from another
party.

Patient Full Name: Date of Birth:

I authorize Grove Pediatrics to: [ ] Release records TO the party named below [ ] Obtain records FROM the party
named below

Name of Individual/Organization: Phone:

Address: Fax (if applicable):

Records Requested (e.g., immunizations, growth
chart, full chart, dates):

Purpose of Request:

This authorization will expire 90 days from the date signed below unless another expiration date or event is noted
here:

Signature (Parent/Guardian): Date:

Printed Name: Relationship to Patient:
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