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Date_______________ 
 
 
  
I, ______________________________________hereby authorize the release of 
medical records generated by Dr. Leavitt’s practice  
 
To me at the following address: ____________________________________________ 
 
___________________, ___________, ______________ 
 City    State   Zip Code    
 
 
 
 
 
 
 
 
______________________________________    __________ 
Patient Signature (Parent, if patient is a minor)    Date Signed 
 


