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RECORDS RELEASE AUTHORIZATION 
 

I hereby authorize release of my medical records to Mountaineer Imaging. 
 

NAME:  _________________________________________ 
 

ADDRESS:  ______________________________________ 
 

DATE OF BIRTH:  ________________________________ 
 

SSN:  ___________________________________________ 
 

DATE SIGNED:  __________________________________ 
 

SIGNATURE:  ____________________________________ 
 
 
 

These records will not be disclosed to any other entity or third party without the 
written consent/permission of the patient. 

 
(This form is valid for one year from the date of signing.) 
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