
AUTHORIZATION TO RELEASE MEDICAL RECORDS

Patient’s Name: ______________________________________________________________________________

Date of Birth: ______________________________   Phone/Cell # _____________________________________

Patient’s Address: ____________________________________________________________________________

I authorize Clanton Pediatric Associates, P.A.  to release health information to:

Facility to receive health information: ____________________________________________________________

Address: ____________________________________________________________________________________

Phone: ________________________________________      Fax: _______________________________________

Information to be released:

r History & Physical Exams                         r Immunization Records

All information I hereby authorize to be released from Clanton Pediatric Associates, P.A. will be held
strictly confidential and cannot be released by Clanton Pediatric Associates, P.A. without written consent.
I understand the authorization will remain in effect for ninety (90) days unless I specify and earlier date.  I
understand that after signing this release my child is no longer a patient of Clanton Pediatric Associates,
P.A. and there is a processing period of up to 30 days.

Signature: ________________________________________   Relationship to Patient: ___________________

Address: __________________________________________________________________________________

Phone: ___________________________________________   Date Signed: ____________________________

Clanton
Prattville

Montgomery
CLANTON PEDIATRIC ASSOCIATES, P.A.

1011 LAY DAM ROAD
CLANTON, ALABAMA 35045

PHONE: (205) 280-4990                     FAX: (205) 755-0226


