
 

 

  
 

 

 

 
 

 

 

 

 

 

 

 

Washington Orthopaedics & Sports Medicine 

Medical Records Release 

 

 

 

I, _____________________, hereby give my authorization to Washington Orthopaedics and 

Sports Medicine, P.A. for the release of all my medical records to: 

 

   

  _____________________________________________ 

  _____________________________________________ 

  _____________________________________________ 

 

 

Please allow 1-2 weeks to process this request. 
 

 

 

______________________________ 

Print Name 

 

______________________________ 

Signature 

 

_____/_____/______ 

Today’s Date 

 


