
AUTHORIZATION TO RELEASE MEDICAL RECORDS 

Patient Name:       Date of Birth:      

Street Address:        City:              

State:     Zip:     Phone:      

Information to be RELEASED TO 

Name of Recipient:               

Street Address:        City:              

State:   Zip:    Phone:       Fax:      

Information to be RELEASED BY HEAD & NECK SURGERY OF KANSAS CITY 

 Clinical Note(s): ALL or Specify Dates:          
 Audiograms: ALL or Specify Dates:           
 CT Reports in office: ALL or Specify Dates:          
 Other/Specify:              

ALL or Specify Dates:             
 

I authorize the release of medical records to myself or my legal guardian. 

Patient/Legal Guardian Signature:            

 

 

 


