[bookmark: _GoBack]Raymond J. Alderfer, MD
P.O. Box 804
Harrisonburg, VA 22803
Email: TELALD110@GMAIL.COM

Authorization to Release Confidential Health Records to Patient – PLEASE PRINT ALL INFORMATION
I hereby request that my confidential health records be released to me:

Patient’s Name:							Date of Birth:

______________________________________________________________________________
Address
______________________________________________________________________________

City______________________________State________________Zip_______________________

Phone	_________________________ Email__________________________________________

Patient’s Signature: ______________________________________________________________
Date: __________________________________________________________________________

Signature Witnessed by Notary Public (name): ______________________________________________
Date witnessed: _______________________________________________________________________
Notary Commission expires: _____________________________________________________________
Notary Commission Registration Number: __________________________________________________

Affix Notary Public Seal 
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