
 

 

Consent for Release of Medical Records / Information 
 

Today’s Date: __________________ 
 

Patient Name: ________________________________________   DOB: ________________ 

I hereby give my permission for Dallas Podiatry Works to release/disclose my information to: 
 

__________________________________________________________  (name of facility) 
 

Facility Address: 
 
Facility Phone Number: 
 
Facility Fax Number: 

 
 
  

Please release the follow information: 
 

Progress Notes      Labs      X-rays/Imaging Reports       Other______________  
 
 

For periods dated: _______________________ 
 

 
 
 

Patient Signature: ______________________________________ Date_____________  
 
 
Parent Signature: ______________________________________ Date____________  

 


