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Authorization Letter for Medical Record Release
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To whom it may concern,

Due to my being unable to visit Hospital in person, I,

2

(your name) hereby authorize (name of representative) to

request a copy of my medical record. | agree my and my representative’s copied
IDs to be retained. Please release my medical records related to treatment for
(medical conditions) from / / (yyyy/mm/dd)
through__ /_ /__ (yyyy/mm/dd).

¢ F R %% (Information Requested) :

A F%:ffﬁlﬁ'ﬁi Discharge Summary [ |* # i Records of Outpatient Clinic
LEZ }Pa/ﬁ Records of Emergency department [ ]§ ik 2 % Radiology Report

(X-ray, MRI, CT) [ ¥ % ~ ¥ % 38 % Lab Report (blood, urine, stool test, etc.)

[ J# # Other Reports :
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Name of diseases:
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Certificate of diagnosis:




Signature of Patient:

Date: / /

Signature of Patient’s Representative:

(yyyy/mm/dd)

Date: /__/ (yyyy/mm/dd)
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Signature of photocopy/auditing personnel:

Request Date: / /
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(yyyy/mm/dd)
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Please glue the front and back of your ID|

\onto the spaces provided on the last page\
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