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Medical Records Release

In accordance with New York State Law regarding the confidentiality of  patient medical 
records and treatment, a written authorization or other form of  waiver executed by the 
client is required in order for us to provide a copy of  your pet’s medical records.

______________________________________________________________________________

I certify that I am the owner of the patient(s) named below or that I am acting as a legal 
agent for the owner:

Client Name_____________________________________________

Patient Name(s) _________________________________________

_________________________________________________________

By signing below, I hereby authorize Petchester Veterinary to release my pet’s medical 
records to:

Name___________________________________________________

Address______________________________________________________

City___________________State__________ Zip code______________

Telephone____________________________________________________

____________________________________________________________________________

Owner/Agent Signature          Date 

____________________________________________________________________________________________

Owner/Agent Name (Please Print)

____________________________________________________________________________

Owner/Agent Address

____________________________________________________________________________

Owner/Agent Phone Number(s)


