
RECORDS RELEASE AUTHORIZATION 

TO: 
DOCTOR or HOSPITAL 

ADDRESS 

I hereby authorize and request you to release to: 

The complete history records in your possession, concerning my illness and/or 
treatment during the period from TO 

Name  _________   Date of Birth _____________________ 

Address ______________________________________ 

Signature  Witness 

(If a relative, please state relationship) 

18600 Collins Avenue 
Sunny Isles Beach, Florida 33160 

Office (305) 931-8484 Fax (305) 936-1849 
www.daytonmedical.com 

http://www.daytonmedical.com/
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