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Records Request and Release of Information


Patient Information

Name of Patient: ___________________________________ Date of Birth: ________________

Address: ____________________________________________________________________

City, State, Zip: _______________________________________________________________

Phone #: ____________________________________________________________________

I hereby request and give my permission to release my medical records:

From: _______________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

To: _________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

The pertinent information to be released: ☐Hearing Tests   ☐Medical Records

This authorization shall be in effect until the information has been forwarded/obtained as requested.


_________________________________________________________________________
Signature of Patient or Authorized Person					Date

_________________________________________________________________________
Printed Name of Patient or Authorized Person
Four States Hearing Center
1617 W. 26th St, Suite B
Joplin, MO 64804
417-553-2003
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