
AZUSA PACIFIC UNIVERSITY HEALTH CENTER 

901 EAST ALOSTA AVENUE 

AZUSA, CALIFORNIA    91702 

(626) 815-2100 

FAX:  (626) 815-2102 

  

  

DATE: 

  

TO WHOM IT MAY CONCERN: 

  

I, ___________________________, GIVE AZUSA PACIFIC UNIVERSITY HEALTH CENTER  

  

PERMISSION TO RELEASE MY RECORDS AND/OR TO SPEAK OPENLY TO MY PARENT/PARENTS,  

  

____________________.   

  

EXCEPTIONS WOULD BE: 

____________________________________________________     

  

_______________________________________________________________________. 

  

  

  

_______________________________ 

PRINT NAME AND DATE OF BIRTH 

  

_______________________________ 

SIGNATURE                                           DATE 

  

_______________________________ 

WITNESS                                                DATE 


