
 

 
Permission to Release and/or Obtain Information 

 

Date:     
 

I,       , Z#     consent to  
  (name) 

 

Release my medical record to the following: 

Obtain my medical record from the following: 

 

 

    

 

 

 

 

 

 

 

 

 

 

This information is being released or obtained for the following reasons:     

            

              
 

Information to be released:             

               
          

 

I understand that this information will be released in accordance with HIPAA and FERPA laws as applied and will begin 

on the date signed. This information can be revoked at any time except to the extent that action on the disclosure was 

already taken in reliance on it. If not previously revoked, this consent will terminate one year from the date of signing or 

on   (date.) 

 

Date:     Client’s Signature:         

 

Date:     Witness’ Signature:         

 
Updated 03/2011 

R: shared doc/health services/medical office/medical release form - Stockton 

Stockton Departments: (please check) 

o Counseling Services Staff 

o Learning Access Program 

o Athletics Department 

o Atlanticare Regional Medical Center 

o Residential Life Staff 

o Dean of Students Staff 

o Planned Parenthood 

o Professors      

Other contacts: 

Name and Contact information:  

     

     

     

     

     

      


