VETERINARY MEDICAL RECORD RELEASE
Crossroads Animal Clinic
1400 Greensburg Rd.
Campbellsville, KY 42718
270-465-2202/Fax# 270-465-8620

Client Name: ____________________________________________

I, the undersigned do hereby grant my permission for the release of any pet/animal medical records for pets that may be seen/treated at Crossroads Animal Clinic for any/all medical conditions. The medical records may be released to an individual or other veterinary clinic upon my request or the request of another veterinary clinic. 

_________ (initial): I grant permission for release of medical records for all of my pets/animals.
_________ (initial): I grant permission for medical record release ONLY for the pets/animals listed below: 

Pet Name(s) for the Release of Medical Records: 
1)_________________________________	4)____________________________________
2)_________________________________	5)____________________________________
3)_________________________________	6)____________________________________

Release of Records to: 
_________________________________________________________________________
Date: ______________________________	Fax#: ________________________________

[bookmark: _GoBack]Client Signature: _________________________________  Date: ____________________


