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Personal Data or Record Release
Client:
Last Name:

First Name:


Date of Birth:


Street:
City / State / Zip:


Release to / Receipient:
Last Name:

First Name


Phone:

Fax:

Purpose of Release: 


Release:

I hereby authorize Deborah Hayes to release my personal records including lab data, and all other materials pertinent to my participation in the metabolic balance all-natural weight management program to the above listed recipient/ facility/ program/ physician.
Lab Results: 
Order Number:



Client Info Sheet: 
Client Number:


metabolic balance Plan: 
Date:

Signature:


Witness: 

Last Name:

First Name:
____________________
Signature:




