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

Authorization to Release Confidential Health Records – PLEASE PRINT ALL INFORMATION
I hereby authorize that confidential health records for the patient named below be released to:
Name of Health Care Provider or Health Care Entity:

_________________________________________________________________________________
Street Address:
___________________________________________________________________________________
City:				State:				Zip:
___________________________________________________________________________________
Phone:				Fax:				Email:
___________________________________________________________________________________

Patient’s Name:						Date of Birth:

____________________________________________________________________________________
Street Address:
___________________________________________________________________________________
City:				State:				Zip:
___________________________________________________________________________________
Phone:				Fax:				Email:
_____________________________________________________________________________________
This authorization expires in 1 year or on date not to exceed 1 year: _____________.  This authorization may be revoked in writing if a revocation request is received before records have been sent. 

Patient’s signature: ______________________________________________________
Date: __________________________________________________________________
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