
 
Authorization for Release of Information 

 
Medical Records requested from the office of: 

 

Dr. Name:               

Address:               

City & State & Zip Code:             

Phone:        Fax:        

 
To be sent to the office of: 

Findlay Women’s Care 
1917 South Main Street 

Findlay, OH  45840 
 

Please send the medical records of: 

 

Name:                

Address:               

City, State & Zip Code:              

Phone:                

Date of Birth:               

Previous Name:             ______ 

Records Requested:              

 

Patient’s Signature:           Date:     


