
 
 
 
 
 

Release of Medical Records 
 
 
 

Date: ____/_____/______ 
 
 
Owner’s Name: ___________________________________ 
 
Address: _________________________________________ 
 
    ________________________________________ 
 
Phone: __________________________________________ 
 
 __________________________________________ 
 
 
 
 
I request and authorize the copies or summaries of the following: 
 
        VACCINATION HISTORY ONLY 
 
        COMPLETE MEDICAL RECORDS 
 
        OTHER   ___________________________________________________________ 
 
 
 
 
 
For my pet(s) named, _____________________________________, to be released to:  
            
 
 
__________________________________________________________    
            
            
       
            
      
Signature of Owner or Authorized Agent: 
 
 
 

__________________________________________________________     
          


