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RELEASE OF MEDICAL RECORDS

	I, _____________________________, authorize the Johns Hopkins Hospital to release any information in connection with my examinations, care, and treatment at the Johns Hopkins Hospital to the following:   

________________________________       ________________________________            

Name                                                              Name

________________________________       ________________________________

Address                                                          Address

________________________________       ________________________________

________________________________       ________________________________

Name                                                              Name

________________________________       ________________________________

Address                                                          Address

________________________________       ________________________________

This consent will expire 1 year from the date hereof unless otherwise stipulated.

I understand that I may revoke my consent to release and/or request information from my records, but such revocation may not be applied retroactively to release of and/or request for information already made in good faith pursuant to this release.
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                    SIGNATURE of PARENT, RELATIVE,           DATE

                    or LEGAL GUARDIAN WHERE 

                    APPLICABLE








