
STUDENT RELEASE OF INFORMATION FORM 
 
 
 
NAME:  _______________________________ 
 
 
 
PLEASE RELEASE THE FOLLOWING INFORMATION:  
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 
TO:  
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 
 
I AUTHORIZE ROXBOROUGH MEMORIAL HOSPITAL TO RELEASE THE ABOVE 
REQUESTED INFORMATION. 
 
 
 
SIGNATURE  __________________________  DATE _________________ 


