
 

 

 

Release of Medical Information 
 

I authorize Stephens College Health Services to release 
medical information: 

To_______________________________________________ 

Address: __________________________________________ 

Phone: ___________________________________________ 

 

Name of Patient (print): _____________________________  

Signature: ________________________________________ 

Date: ____________________________________________ 

Witness:__________________________________________ 

Date: ____________________________________________ 

Stephens College 
Health Services 


