
 
Student Health Services 

1050 Union University Drive, Box 1806 
Jackson, TN  38305-3697 

 
Phone: (731) 661-5284 

Fax: (731) 661-5499 
 
Date: __________               
To:  _________________   
 
Phone: _______________ 
Fax: _________________ 
 
RE:  Authorization to Release Patient-Related Form 
 
Comments:  Please complete information areas below.  Sign form and return to 
the Student Health Clinic at the above address. 
 
Name: ____________________________________ (Please Print) 
Signature: _________________________________ 
Social Security Number: ____________________ 
Year of Graduation: ________________________ 
 
Please Check Records Needed:    (  )   Immunization Record 
                                                         (  )   Health History Report 
 
Mail Records To: (Records may be faxed if under 5 pages) 
__________________________________________________________________
________________________________________________________ 
 
Important:  This facsimile transmission may contain information that is Privileged, 
Confidential or Exempt from disclosure under applicable law.  It is intended ONLY for the use 
of the individual or entity to which it is addressed.  If the receiver and/or reader of this 
transmission are not the intended recipient, or the employee or responsible agent thereof, then 
any disclosure, dissemination, distribution or copying of this transmission is strictly prohibited. 
  

(If you have received this transmission in error, please contact the sender immediately!) 
 




