
Whole Health Associates 
880 Las Gallinas Ave, Suite 1 

San Rafael, CA 94903 
Phone:(415) 492-9355 Fax: (415)492-9350 

 
 

RECORDS RELEASE AUTHORIZATION 

 

I, ________________________________, hereby request that Whole Health Associates release 

a report of my laboratory tests, diagnosis, treatment, prognosis and recommendations, as well as 

other data pertinent to my treatment, from the dates _________________ to 

_________________, to the following medical practitioner:  
 
 
Name: 
________________________________________________________________________ 
 
 
Mailing address: 
________________________________________________________________ 
   PO box or street address 
 
_____________________________________________________________________________
_ 
 City     State    Zipcode 
 
Phone #: ______________________ Fax #: ______________________ 
 
 
 
 
Patient’s signature: 
______________________________________________________________ 
 
 
Address: ______________________________________________________________________ 
 
 
Date of request: _______________________ 
 
 
 
 
Witnessed: ________________________________________ 


