
 

 

MEDICAL RECORDS RELEASE FORM 

 

(Authorization to Release Information From Faith Community Health Record) 

 

 

Date: _____________________________ 

 

Name of Faith Community: _______________________________________________________ 

 

Authorized to give to: ___________________________________________________________ 

whatever information may be requested from the Faith Community Health Record of 

 

________________________________________________________________________ 

(name of patient) 

 

 

______________________________________________     ____________________ 

(signature of patient or legally designated representative)      (relationship to patient) 

 

 

________________________________________________________________________ 

(Signature of witness) 

 

 

 

 

 

 

 

 

 

 

 


