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AUTHORIZATION FOR REQUEST OF MEDICAL INFORMATION 
 
To:  ____________________________________________________________________ 
   
       ____________________________________________________________________ 
 
       ____________________________________________________________________ 
 
       ____________________________________________________________________ 
 

I hereby authorize you to furnish Dr. Waters with _________________________ of said 
patient: 
 
Name: ____________________________________________________________ 
 
Address: __________________________________________________________ 
 
              ___________________________________________________________ 
                     
 
Birthdate: _________________________________________________________ 
 
Approximate dates of care ____________________________________________ 

 
Thank you for furnishing this information as requested. 
                                                                    
                                                  ____________________________________________ 
 
                                                                  Patient, parent, or guardian signature 
 
                                                  ____________________________________________ 
                                                                                      Date 


