
 

 
AUTHORIZATION FOR RELEASE OF 

MEDICAL RECORDS 
 
 

I, _________________________________, request and authorize The Therapy Network to forward 
copies of any and all information pertaining to my treatment including reports, daily notes, etc. to 
the individual or group listed below.   
 
 
In consideration of the agreement I affix my signature for approval.   
 
 
 

________________________________________ 
   

Signature / Date  
 
 
 
 

To:  ______________________________________________    
 
 
       ______________________________________________    
 
 
      ______________________________________________ 
 
 
     _______________________________________________     
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Account Number:  ________________ 
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