
 

 
 
 
 
Name of Patient     Street Address 
 
________________________________   _____________________________________ 
Patient Date of Birth     City, State, ZIP Code 
 
AUTHORIZES:       RELEASE OF RECORDS TO: 

_________________________________   
Name of Physician       Corinth Family Medicine & Pediatrics 
 
_________________________________  3001 FM 2181, Suite 300 
Name of Health Care Facility  
       Corinth, TX  76210  
_________________________________ 
City, State, Zip Code  
       Please fax to 855-978-2330 or mail. 
_________________________________  (Please Do Not Send CD) 
Phone Number/Fax Number  
    
INFORMATION TO BE RELEASED: 
☒  Immunization Records  
☐  Other (Specify)  _______________________________________________________________ 

☒All dates of service  

 
PURPOSE OR NEED FOR DISCLOSURE:  
□ Further Medical Care   
 
I understand that this authorization shall be valid for one (1) year or until the date stated below or revoked 
through written notice to Medical Records. ______________ (do not put today’s date)  
                             Date 
I authorize release of my medical records in accordance with the specifications listed above. I understand 
written notice is necessary to cancel this request. 
 
SIGNATURE OF PATIENT ____________________________________________ DATE _____________ 
(If over 18 years of age) 
SIGNATURE OF PARENT/ GUARDIAN__________________________________DATE_____________ 
 

Print Name ____________________________________________________________________________ 
Patient is:  □ Minor    □ Incompetent    □ Disabled    □ Deceased 
Legal Authority:  □ Legal    □ Legal Guardian    □ Next of Kin of Deceased 
 

 
3001 FM 2181, SUITE 300, CORINTH, TX  P: 940-497-4900 F: 855-978-2330 

 


