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REQUEST FOR RELEASE OF MEDICAL INFORMATION 
 
 

                
PATIENT NAME (Please Print) 

 
I hereby authorize Willoughby Hearing Aid Centers permission to release 

my medical records to: 

 

Office:             

Doctor:            

Fax Number:           

Phone Number:   

 
 
 
 
 
_______________________           
Patient Signature                                  Date              
 
 


