
Medical Release Form

Patient Name: ____________________________________________ 
Patient DOB:  _____________________________________________ 
Patient Phone #: __________________________________________ 
Patient Address:  __________________________________________ 
___________________________________________________________ 

I, ______________________________________________ authorize The Parks Center 
(Dr.Shannon Parks DO/Dr.Lauren Hollywood PMHNP-BC) to give and receive 
information concerning my medical and psychiatric care including treatment records 
and history to and from _________________________________________ at the below 
address. 

Address: ___________________________________________________________________________ 
____________________________________________________________________________________ 

Patient Signature: __________________________________________________________________ 
Date: ______________________________________________________________________________ 
Witness Signature: __________________________________________________________________ 
Date: ______________________________________________________________________________ 

I, ______________________________________________ authorize The Parks Center 
(Dr.Shannon Parks DO/ Dr.Lauren Hollywood PMHNP-BC) to give and receive 
information concerning my medical and psychiatric care including treatment records 
and history to and from _________________________________________ 
at the below address. 

Address: ___________________________________________________________________________ 
____________________________________________________________________________________ 

Patient Signature: __________________________________________________________________ 
Date: ______________________________________________________________________________ 
Witness Signature: __________________________________________________________________ 
Date: ______________________________________________________________________________

Type to enter text


