
Date: ______________ 
 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 
 

 
TO: ______________________________________________________ 
______________________________________________________ 
______________________________________________________ 
 
 
I authorize you to furnish a copy of my medical records to be inspected or copied by 
 

Valeria Simone, M.D. 
1545 E. Southlake Blvd, Suite 270 

Southlake, TX 76092 
Voice: 817-748-0200 
Fax: 817-749-0204 

 
This authorization covers information pertaining to all conditions for which I 
have received care, including history, physical exam, assessments, 
diagnosis, laboratory and radiological tests, reports and consultations for 
the dates of ________________ through the present. I release you from all 
legal responsibility or liability that may arise from this authorization. I 
authorize the use of a telefax or photocopy of this form for the release of 
the information. 
 
 

Printed Name______________ 

Signature______________ 

Witness______________ 

Date of Birth______________ 

 


