
 

 
 
 

 

Authorization to Release Information 

 

 

Please be advised that I ______________________ ,with 

the Date of Birth of  _______________ and Health Card 

Number___________________ herby authorize Howden 

Medical Clinic to release my Medical Records to : 

 

Name:_____________________  Fax : ________________ 

 

 

Thank you for your assistance. 

 

Patient Name:________________ 

Signature :___________________ Date: ___________ 

 


