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Medical Record Department
AUTHORIZATION OF RELEASE OF MEDICAL RECORDS 
PLEASE PRINT CLEARLY (Must be completely filled out to process)
Patient Name: _________________________________________ DOB:________________

Street Address: _________________________________________ Apt: ________________
City: ______________________________ State: ________________ Zip: _______________
Phone: ________________________  Email: _______________________________________
I have requested my or my family members medical records consisting of _________________________ (Dates of Service from and to) from Family Medicine Specialists. I am taking total responsibility for these records as of this date _________________ releasing Family Medicine Specialists of any and all liability. I understand that this release is only good for medical records up to this date. Any further records requested will require a new release to be signed. 
Would you like Your/Your Family Members records:

□ Mailed

□ Pick Up On: ________________________ (All pickups will be in Wauconda Office)

Patient Signature: ____________________________________ Date:  __________________

If not patient, relationship to patient: _______________________________________
Office use only

Office Location: ___________________   Staff: _________________________
  ENC 12/22/2017
Medical Records ● Phone: 847-526-2151 ● Fax: 847-526-2017 ● Email: medrec@fmsmed.com
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