Pennyrile Animal Clinic

2450 N Main St.
Madisonville, KY 42431
(270)821-7920
Waiver to Release Medical Records
Date : ______________
I, the undersigned, am the owner (or the duly authorized agent for the owner of) ________________________. I hereby request that all medical records and pertinent information be released to
1. ___________________________________________________________

2. ________________________________________________________________
I also understand that in accordance with KRS 321.185, this document with my signature of consent is sufficient to release the aforementioned information. 
Signature: _____________________________________________

Account Name (Print):                                                                             
