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RECORDS RELEASE AUTHORIZATION 
 

 
I hereby request and authorize Jeffrey H. Pinsk, MD to release my medical records to: 
 
MYSELF (please circle), or mail to: 
 
Name:   ____________________ 
Address:   ____________________ 
Address:   ____________________ 
City/State/Zip:  ____________________ 
 
 
Your signature: ____________________ 
Print your name:  ____________________ 
Date:   ____________________ 
 
 


