
                                                                                    
 
 

Medical Records Release Form 
 
Date:___________      Patient Name:___________________________ 
 
Date of  Birth: ___________    Last 4 Digits SS#:__________________ 
 
I hereby request and give my permission to release my medical records to: 
 
Name:____________________________________________________ 
 
Address: __________________________________________________ 
 
City: ______________________     State:_______      Zip:___________ 
 
Phone #:__________________________    Fax#:__________________ 
 

● All Medical Records 
● Audio Testing 
● Test Result (type of Test) _________________________________ 
● Other: ________________________________________________ 

 
Comments:_________________________________________________ 
__________________________________________________________ 
Method of Release Preferred (circle)                 Mail                 Fax                  Pick-Up 
 
 

Patient Signature:_____________________Date:______ 
 

1800 West Woolbright Road, Suite 201 Boynton Beach, FL 33426 
P) 561-737-8584    F) 561-737-5703 

www.lightent.com 


