 Release of information AUTHORIZATION FORM
I, ____________________________________hereby authorize 
____________________________________ ________and its affiliates, its employees and agents, to release to  POCO WEST VETERINARY CLINIC   318 Center St.  Jim Thorpe, PA 18229   570-732-4404 all health records pertaining to my pet__________________________________________ from ___/___/_____ to  ___/___/___. 

I understand that this authorization is voluntary and that I may refuse to sign this authorization. 

Client Name: __________________________________________
Client Signature: _______________________________________
Date:______________________________ 
