
AUTHORIZATION TO RELEASE MEDICAL INFORMATION 

Patient’s name:______________________ Date of birth:__ /__ /____ 

Patient’s Phone:____________  Patient’s email:________________ 

Patient’s Address:________________________________________ 

Purpose of Disclosure: □ Continuing care  □ Personal use  □ Legal 

This authorization expires on __/__/__ (If left blank, one year from 
signing) 

I hereby authorize Mark C. Nelson, MD to release the following: 

​All medical information without exception  
​Include HIV/AIDS test results: ____ (your initials) 
​Include mental health records: ____ (your initials) 

​All medical information except:__________________________ 
​Diagnostic studies reports (x-rays, MRIs, CT, EMG etc.) 
​Other: _______________________________________________ 

Send records to: □ Myself or Name:____________________________ 

Address:___________________________________________________​  

Note:  Patient is entitled to a copy of this authorization.  Patient may revoke 
this authorization at any time by written request sent to the address below, 
except for information already released. Treatment, payment, or insurance 
eligibility not dependent on signing.  Once information is released, the 
recipient may share it further, and may no longer be protected by federal 
privacy law. 

Name:_______________ Signature:________________ Date:__/__/___ 

Legal relationship to patient (If not signed by the patient): __________ 

 

Return form to: Mark Nelson, MD:   by Fax: (858) 703-5048 

or by U.S. Mail: 3525 Del Mar Heights Rd #109, San Diego, CA, 92130 


