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Records Release Authorization  

To: _____________________________________________________________________________________ 
(Doctor or Clinic) 

Phone: ____________________________________  Fax: _______________________________________  

________________________________________________________________________________________ 

________________________________________________________________________________________ 
(Address)

I hereby authorize and request you to release to: 

      Our Kids MD
135 West 70th Street 
New York, NY 10023 

the complete history records in your possession concerning my illness and/or treatment  
during the period from:

__________________________________________ To ___________________________________________     

Name: __________________________________________________________________________________ 

Address: ________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Signature: _________________________________________ Date: ________________________________ 

Witness:  __________________________________________ Date: ________________________________


