
 
 
 
 
 
 
 
 
 
 
 

     Medical Record Release Form 
 

 
Name: __________________________________________________________ 

 
Address: ________________________________________________________ 

 
________________________________________________________________ 
 
Phone: (_______)______________________  Date of Birth: _______________ 
 

 
I authorize the release of information and records regarding my examination, 

diagnosis and treatment to/from: 
 

The Surgical Care Group, PC 

87 McGregor Street, Suite 3100 

Manchester, NH 03102 

Phone: 603.627.1887 

Fax: 603.627.1890 

 

To: __________________________________________________________________________ 
 
Address: ______________________________________________________________________ 
 
Phone: __________________________________ Fax: _________________________________ 
 
Signature: _____________________________________________ Date:___________________ 
 
 


