AUTHORIZATION TO 
RELEASE MEDICAL RECORDS

         Owner’s Name: _________________________________________________

          Pet(s) Name :___________________________________________________

          Breed(s): ______________________________________________________

          Date of Birth: __________________________________________________

         Release of Medical Records from: _________________________________

         I authorize the release of medical records on the pet(s) stated above to:

Ridgeview Animal Clinic

2723 Paoli Pike

New Albany, Indiana 47150

Phone: 812-945-0423

Fax: 812-945-2367

Signature: ___________________________________________________________

Date: _______________________________________________________________

