
Authorization for Release 
of Health Records 

Landis Health Center Lawrence University 
711 E. Boldt Way SPC 3 

Appleton, WI 54911 
Phone (920)832-6574 

Fax (920)832-7488 
1. Patient Information:
Name-Last, First, MI 

LU ID # Date of Birth Telephone # 

Street Address 

City State Zip Code/Country 

2. Records Released From: 3. Release Records To:

Name Name 

Street Address Street Address

Medical Records   Immunization Record Allergy shot records 

Lab results  Mental Health Record Psychiatry Evaluation 

Eating Disorder-Medical HIV tests  Other:___________________________________ 

5. Purpose or Need for Disclosure: (Check all applicable categories)

Further Health Care Academics Personal/Self 

Referral   Legal Other:_______________________

***PLEASE SEE REVERSE FOR FURTHER INFORMATION*** 
6. This authorization will remain in effect for one year after date of signature unless you specify otherwise and

includes future records generated after date of signing unless otherwise specified. Written consent is
necessary to revoke this request.

   Other time period.  Specify_____________________ 
  Do not include future records generated after date of signing. 

7. I authorize release of my health records in accordance with the specification listed above.  I understand that I
have a right to receive a copy of this form upon request. A copy of this consent shall be valid as the original.

8. Signature of patient______________________________________________________Date ______________
 (If signed by person other than patient, state relationship and authority to do so.)
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