
 
 207-250-0255       fax: 207-692-1090    info@mainechi.com  
 
 

Release of Medical Records Authorization Form 

 

Patient Name: ___________________________ Date of Birth: _____________ 

Phone Number: __________________________ SSN:____________________ 

I, _____________________________ hereby authorize release of my protected 

health information:  

             From:  

  Office/Dr Name:_______________________________ 

  Address:_____________________________________ 

  Phone:______________________ Fax:_____________ 

 
To: 

Maine Comprehensive Health Institute 

143 Silver Street, Ste 1   Waterville, ME 04901 

Fax: 207-692-1090     Info@mainechi.com 

 

Please send the following:  

Lab Results          Imaging             Complete Record          Other: ________________ 

 

 

 

 

 

 

Signature:_________________________   Printed Name:______________________________ 

Date:________________     Relationship if applicable:_______________________ 

mailto:info@mainechi.com

