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Record Release Authorization

To:
Doctor or Hospital
Address
City, State, Zip
Phone: Fax

| hereby authorize and request you to release my medical records to:

500 N. Michigan Avenue, Suite 450
Chicago, IL 60611

Phone: 312.276.1212
Fax:312.276.1213

I am requesting the complete history records in your possession, concerning my illness and/or treatments during
the period from to

To include:

Name: Birthdate:
Address:
Phone: (Day) (Evening)
Signature: Date:
500 North Michigan Ave. Suite 450 Chicago, IL 60611 (p) 312-276-1212 (f) 312-276-1213

PO Box 11033 Chicago, IL 60611
www.RabylInstitute.com



