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Patient Authorization for Medical Records Release 
 
 
 

I, ________________________________, Date of birth ________________  
 
authorize Kenosha Radiology Center to release and / or obtain my medical 
records, protected health information and all laboratory, histology, cytology, 
pathology and radiology records, images, films and reports. I authorize this 
information to be released at my request and to further my medical treatment. 
 
 
 
 
Signed: ________________________________   Date: ___________________ 
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	Date of birth: 
	Date: 


