
 
 
 

Important Notice !!! 
Imprimus Forensic Services, LLC 

 
The attached form has been used in actual practice by law enforcement agencies.  We 
recommend, however, that before adopting this form for your own agency's use, the form 
be reviewed and approved for use by the prosecutor's office in your jurisdiction. 
 
 



GENERAL AUTHORIZATION 
to 

RELEASE MEDICAL RECORDS 
 
 
 

Date: ______________ Hospital Name: __________________________________ 
 
Name of Patient: _________________________________________________________ 
 
Name of Legally Authorized Representative 
If Not the Patient: ________________________________________________________ 
 
Birth Date   Dates of 
Of Patient: ______________ Hospitalization: __________________________________ 
 
Specific Information to be Released: __________________________________________ 
 
________________________________________________________________________ 
 
The Purpose of This Authorization Is: _________________________________________ 
 
________________________________________________________________________ 
 
Person(s) to Whom Records are to be Released: 
 
Name: __________________________________________________________ 
 
Agency: _________________________________________________________ 
 
Address: _________________________________________________________ 
 
City: ________________________  State: _____________  Zip: ____________ 
 
Phone: _________________________________________ 
 
Signature of Patient: ______________________________ 
 
Signature of Patient’s Legally 
Authorized Representative: _________________________ 
 
Basis of Representative’s Legal Authorization   (   ) Parent of Minor 
           (   ) Court Appointed Guardian 




