
 

 

Date: 

 

 

To:  

 

 

From: Active-MED health+wellness centre 

 

 
You are hereby directed to release my medical or file information to the above-named 

healthcare practitioner. 

 

 

Patient: 

 

 

________________   ________________   _______________ 
PRINT NAME    SIGNATURE    DATE 

 

 

Witness: 

 

 

________________   ________________   _______________ 
PRINT NAME    SIGNATURE    DATE 
 


