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or print it on your home printer if you are filling it out prior to coming into the office.
	RELEASE FORM

	I, ___________________________________________ do hereby give authorization to Dr. Steven Drayer and his employees to release any medical information they deem necessary to the following individuals:
     
     
Name                                                                                 Name

The above named individual(s) are involved in my care and can be given medical information at any time, with or without my presence.

	This authorization is valid starting on today’s date and continuing for the duration of my treatment at the office of Dr. Steven Drayer. If the individuals named above change at any time, I will notify Dr. Steven Drayer’s office of the change and complete an authorization form.

     
Patient Signature                                                               Date

Witness Signature


	Authorization is hereby given to Dr. Steven Drayer’s office for the use of my medical treatment information for research and education training. I hereby allow the physician to use this information without having to contact me prior to the above release.

I do, however, understand that I have the right to refuse the use of my records for the above reason and have a right to cancel this authorization at any given time. If I wish to do so in the future, I understand that I must submit the request in writing.

     
Patient Signature                                                               Date

Witness Signature


