
 
  
 
 

Veterinary Medical Records Release Form 
 
 
Pertaining to the following patient(s) owned by me,________________ 
_________________________________________________________________    
 
I hereby authorize my veterinarian and/or veterinary hospital to 
release the following veterinary medical records, lab reports and/or 
radiographs. 
_________________________________________________________________ 
_________________________________________________________________    
 
Client’s Name (Please Print)_______________________________________    
 
Telephone Number_____________________________________________    
 
Client’s Signature______________________________________________    
 
Release to ____________________________________________________    
 
Address ______________________________________________________    
 
Fax # _________________________________    
 
Date__________________ 

 

East Coast Equine Veterinary Service, LLC 
Address: PO Box 91 
33B Kennedy Road 

Tranquility, NJ 07879 
Tel:  (908) 852-1300 
Fax:  (908) 852-1316 
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