
AUTHORIZATION TO ACCESS
or RELEASE MEDICAL 

INFORMATION

COGNITIVE PATIENT 
LABEL

I authorize my records to be sent from:

I authorize my records to be released to:
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✔

RECORDS DEPOSITION SERVICE, INC.

PO BOX 5054 SOUTHFIELD MI 48086-5054

248-357-3330 248-357-3337



Please complete below if you want to include medical records for these services:

Date of Service Date of Service

I understand that
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✔


