
               Tiger Pediatrics    4741 Hwy 153 Suite A, Easley, SC 29642 Phone: 864.661.5278  Fax: 864-408-8369
        
                         Authoriza*on for Release of Medical Informa*on 

Pa$ent Name: _______________________________________________   DOB: ____/____/_______ 

I, ____________________________________ hereby authorize the release of medical informa$on to: 
   (Parent/Legal Guardian’s name) 

Tiger Pediatrics    PLEASE FAX RECORDS! 
4741 Hwy 153 Suite A 
Easley, SC 29642 
Phone: 864-661-5278 
Fax: 864-408-8369 

FROM: 
Doctor/Clinic/Hospital:______________________________________________________________ 
Address: _________________________________________________________________________ 
Phone No: _____________________________ Fax: ____________________________________ 

Please release the following: 
___ All health informa*on (including growth charts and vaccina*on records)   
___ History/Physical Exam    ___ Discharge Summary     ___ Diagnos$c Test Reports   ___ Lab Results 
___ Progress Notes            ___ Consulta$on Reports   ___ Radiology/Images  ___ Pathology Reports 
___Other (specify): _______________________ 

I consent to the release of informa$on related to HIV/AIDS or infec$on with any other communicable 
diseases and informa$on related to behavioral or mental health services and treatment for alcohol and 
drug abuse, with the rest of the medical records 

___ Yes, I consent to the release of this informa$on. 
___ No, I do not consent to the release of this informa$on. 

Purpose of disclosure: 
___ Treatment/ Con$nuing medical care 
I understand that I may revoke this authoriza$on in wri$ng at any $me. Otherwise, this authoriza$on 
shall remain valid un$l such $me as it is revoked in wri$ng. 

Signature of Parent/Legal Guardian: ___________________________________ Date: ____/____/____ 

Print Name: __________________________________  Rela$onship to Pa$ent: ___________________


