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AUTHORIZATION FOR RELEASE MEDICAL RECORDS 
 
 
Date: ____________________                                                                                
 
Name: __________________________________________________________S.S.#: _____________________________            
 
D.O.B.: ________________________________________               Home Phone: (       ) ___________________________      
 
(Circle One) Employee, Volunteer, Student                   Class: _________________Program: _______________________  

If not active, (Termination Date:___________________________)  

 
 I, ____________________________________________hereby authorize SUNY UPSTATE MEDICAL UNIVERSITY 
EMPLOYEE/STUDENT HEALTH SERVICE to copy and release the following medical information on myself: 
 
                                  Immunizations                                      Annual Health Assessment 

                                  Tuberculosis Test(s)            Lab Work                                     

                                   Other: ______________________________________________________                                                                   

                   
                        HIV information cannot be released with this from. 
            
I am requesting this information for the purpose of: ________________________________________________________ 

__________________________________________________________________________________________________ 

                                                                                                                                                             

Please allow up to two (2) weeks for processing. 
Released information (check one)  

 ____ Will be picked up at Employee/Student Health   

 ____ Fax to: ________________________________ Fax # ___________________________ 
                                          (Facility)                                                          
                                                                                                                                                       
Written authorization is not valid for more than one (1) year, but may be revoked in writing at any time. This copy 
has been provided to you free of charge. We suggest you make extra copies.                                                                                              
 
Employee/Student Signature _______________________________________ Witness ____________________________  

Date Given/Faxed: ______________         Initials: ____________ 
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