
 

AUTHORIZATION FOR USE / DISCLOSURE OF PATIENT HEALTH CARE INFORMATION 

 

__________________________________________  / __________________________________________ 
                                 Patient Name                                                                Previous Name (if different) 

 

__________________________________________  / __________________________________________ 
                               Date of Birth                                                                       Social Security Number 

 

 I AUTHORIZE THE FOLLOWING PERSON, INSTITUTION, OR FACILITY NAMED BELOW TO 

RELEASE INFORMATION FROM MY MEDICAL RECORDS TO THE ABOVE NAMED FACILITY. 

 

 I AUTHORIZE MEDPOINT FAMILY CARE CENTER TO RELEASE MY MEDICAL RECORDS 

INFORMATION TO THE PERSON, INSTITUTION, OR FACILITY NAMED BELOW. 

 

_________________________________________  /  __________________________________________ 
                                      Name                                                                                   Phone Number 

 

_________________________________________  /  __________________  /  ________  /  ___________ 
                                    Street                                                                 City                          State                Zip  Code   

 

INFORMATION TO BE RELEASED: 

 

(   ) Information Necessary For Continued Care                         (   ) Consultations 

(   ) History & Physical                                                                (   ) X-Rays 

(   ) Labs                                                                                       (   ) Progress Notes  

(   ) EKG                                                                                      (   ) Sleep Study Report 

(   ) Ultrasound Report                                                                 (   ) Echo Report 

(   ) PFT Report                                                                            (   ) Stress Test Report 

(   ) Immunizations                                                                       (   ) Physical Therapy Notes  

 

(   ) Other:__________________________________________________________________________ 

 
 

CONFIDENTIALITY NOTICE: PATIENT’S HEALTH INFORMATION IS CONFIDENTIAL AND RELEASED 

ACCORDING TO WISCONSIN STATUTES AND FEDERAL REGULATIONS. PATIENT’S HEALTH INFORMATION 
MAY NOT BE RE-DISCLOSED WITHOUT FURTHER WRITTEN AUTHORIZATION BY THE PATIENT 

 

The information contained in  these records are for the addressee only. If the receiver of this information is not the intended 
recipient of an agent responsible for delivering the information to the intended recipient, you are hereby notified that you have 

received this document in error. Review, copying, modification, or dissemination of this information is strictly prohibited. 

 

 

________________________________________  /  __________________  /  _______________________ 
                   Patient / Guardian Signature                                            Date                                         Witness 

  

 

 

2501 West Silver Spring Drive 

Glendale, WI  53209 

Tel: (414) 461-9250   Fax: (414) 461-3553 

 

Release of  Medical Records 



 

 
 


