
Dr. Mary Jean Strength, M.D. 
'-~l'''''L'"; and Adolescent Medicine 

1710 W. 287 Business. Suite 100 
Waxahachie, TX 75165 
Phone: (972) 937-1221 

Fax: (972) 937-8934 

Authorization for Release of Medical Records 
All information must be HUed out properly. Please allow 15 days for records to be 

completed. Thank you. 

Release Records From: (please print) . 

PhyscianJProvider: __________ Address: __________ _ 

City: _______ State:· __ Zip: ___ Phone Number: ______ _ 

Release Records To: (please print) 

PhyscianJProvider: __________ Address: _________ _ 

City: _______ State: __ Zip: ___ Phone Number: ______ _ 

Patient Information: (please print) 

Patients Name: _________ -:::--__ Date of Birth: __ -=~ __ _ 
Address: City: State: __ Zip: __ ~ 
Phone Number: Social Security Number: ____ . ____ _ 

Please state the reason records are being released: 

ParentiLegai Guardian Signature: ____________ Date: ___ _ 

Office Use Only: 

Date Received: _______ _ Provider/Administrator Initials: ___ _ 
Date Copied: ______ _ Date MailedIPt notified to pickup: ___ _ 


