
Medical Records Request 
 

 
 
TO: 
 
 
 
 
 
I hereby authorize you to release to: 
 

Stephens College Health Services 
1200 East Broadway, Campus Box 2045 

Columbia, MO  65215 
FAX:  573 876 2318 

 
 
  

Information including:  
 
_______________________________________________________ 
 
_______________________________________________________ 
 
Rendered to me during the period____________________________ 
 
 
Name __________________________________________________ 
 
Date of Birth ____________________________________________ 
 
Social Security Number ____________________________________ 
 
 
______________________________________     ______________      
                                   Signature                                                                                          Date 
 

_____________________________        ______________________ 
                                                        Witness                                                                                             Date  


