PURDUE COLLEGE OF VETERINARY MEDICINE
UNIVERSITY

 E 1 Veterinary Teaching Hospital

AUTHORIZATION TO RELEASE INFORMATION

| authorize the Veterinary Teaching Hospital at Purdue University to release medical record
information regarding my animal.

Case Number

Owner Name

Animal Name

Please release my animal medical record information to:

Myself Other
Name: Name:
Address: Address:
City: City:
State/Zip: State/Zip:
Phone #: Phone #:
Fax # Fax #
Email Email

Purdue University, its employees and officers, and the attending clinician are released from legal
responsibility or liability for the release of this information to extent indicated and authorized
here in.

Owner’s Signature Date
SubmitForm
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