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IMS: Patient Packet – Authorization To Release Medical Records 

 

 

I  M  S  
I N T E R N A L  M E D I C I N E  S P E C I A L I S T S  

 

201 North Buffalo Drive 

Las Vegas NV 89145 

T: (702) 242-2737 

F: (702) 255-3170 

www.IMSDoctors.com 

 

AUTHORIZATION TO RELEASE MEDICAL RECORDS 

 

I, ______________________________________________, hereby give permission to Internal Medicine Specialists to 
release my information to the following: 

 

NAME:  
 

RELATIONSHIP TO PATIENT:  
 

ADDRESS:  
 

CITY:  STATE:  ZIP:  

 

NAME:  
 

RELATIONSHIP TO PATIENT:  
 

ADDRESS:  
 

CITY:  STATE:  ZIP:  

 

NAME:  
 

RELATIONSHIP TO PATIENT:  
 

ADDRESS:  
 

CITY:  STATE:  ZIP:  

 

I fully understand that I can revoke this authorization at any time. 

 

PATIENT’S NAME:  

     
     
 PATIENT’S SIGNATURE DATE 

 


