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AUTHORIZATION FOR RELEASE OF INFORMATION

Patient name [Please Print] Student ID # Date of Birth

Date of Request

I hereby authorize to release to the University Health

Services of the University of the District of Columbia the following requested medical information.

O MEDICAL RECORD O IMMUNIZATION RECORD

Recipient [Please print] Street Address
Fax # State/Zip
Patient Signature Patient Telephone
Parent/Guardian Signature [if patient under age 18] Patient Street Address
Date Patient State/Zip

Please fax information to UDC University Health Services: ATTN: Student Health Coordinator
Phone: (202) 274-5030
Confidential Fax: (202) 274-5411
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