
Release for Medical Records


Release for Medical Records


 SEQ CHAPTER \h \r 1

CONSENT TO RELEASE CONFIDENTIAL INFORMATION
TO:


RE:   Name:

          Date of Birth:


I,                                                , authorize you to disclose to [name of lawyer/firm] any and all past, present, and future records, reports, or other information you have on file concerning my above-named child’s medical condition, specifically including but not limited to any and all psychiatric or psychological reports, evaluations, and treatment records.  The released records are to be used in connection with legal representation of my child.


I understand my consent is revocable, except to the extent that action has already been taken; otherwise, this Consent remains in effect for one year from the date it was signed.


You are authorized and requested to accept this authorization, whether it bears an original or photostatic copy of my signature.

__________________________
___________________________________

Date





Name   


