Authorization for Release of Records

I, _____________________ ___________do hereby give permission for

<first-name> <last-name>
Bradfordville Animal Hospital

6714 Thomasville Rd

Tallahassee, FL 32312

Phone: 850.893.3047, Fax: 850.668.1727

to release my

Pet(s) Names: 

___________________

Vaccination history only _______

or

Entire medical records  ________

to:

_____________________________________________________(Clinic name) 

__________________________________
__________________________

Signature





print name

______________________________________________

date

