
 
 

 

 

 

 

AUTHORIZATION TO RELEASE MEDICAL INFORMATION 

 
Patient Name (please print):_______________________________________________________ 

 

Patient Address:________________________________________________________________ 
 

_____________________________________________________________________________ 

 

Date of Birth: ______________________          Phone Number: _______________________ 

 

 

I authorize Metro Detroit Endocrinology Center to release information contained in my medical  

 

records to ____________________________________________________________________. 

 

*Any records released to patients are subject to charge* 

 

Specific information to be disclosed: medical records detailing treatment while under 

such care, including any/all diagnosis of medical conditions, prescribed medication and 

dosages, medical procedure, etc. 
 

 

Patient Signature: _______________________________________________________________ 

 

Date: ___________________________ 

 

 

 

If you are signing as a parent, guardian, or personal representative of the patient listed above, 

describe the relationship and the source of your authority to sign below. 

 

Print Name: _______________________________________   Date: ______________________ 

 

Relationship to Patient:___________________________________________________________ 

 

Parent / Guardian / Representative Signature: _________________________________________ 
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