
Saddleback College • Student Health Services 
28000 Marguerite Parkway, Mission Viejo, CA 92692  Telephone 949­582­4606 • Fax 949­582­4227 

Authorization to Release Personal Health Information/Medical Records 
From Saddleback College Student Health Services 

Patient Name: ____________________________________                                                 DOB: __________________ 

I authorize Saddleback College Student Health Services/ _______________________________________ to release my 
(Physician, Psychologist, or RN) 

personal health information, with the following limitations: 
_______________________________________________________________________________________________, 

to: _____________________________________________________         ___________________________________ 
(Name)  (Relationship to patient) 

______________________________________________________       ____________________________ 
(Mailing Address)  (Telephone/FAX  Number) 

This authorization will remain in effect until ________________________________________________________. 

Patient Signature: _________________________________________________________________________________ 

Parent/Guardian/Conservator Name: __________________________________________________________________ 

Parent/Guardian/Conservator Signature: _______________________________________________________________ 

Date: ______________________________________ Witness: _____________________________________________ 

To Saddleback College Student Health Services 
Patient Name: ____________________________________  DOB: __________________ 

I authorize ____________________________________________________________________________ to release 
my personal health information, with the following limitations: 
_______________________________________________________________________________________________, 

to Saddleback College Student Health Services/_________________________________________________________. 
(Physician, Psychologist, or RN) 

This authorization will remain in effect until ___________________________________________________________. 

Patient Signature: _________________________________________________________________________________ 

Parent/Guardian/Conservator Name: __________________________________________________________________ 

Parent/Guardian/Conservator Signature: _______________________________________________________________ 

Date: _______________________________________ Witness: ____________________________________________ 

SOUTH ORANGE COUNTY COMMUNITY COLLEGE DISTRICT BOARD OF TRUSTEES 
Thomas A. Fuentes, William O. Jay, David B. Lang, Marcia Milchiker, 

Nancy M. Padberg, Donald P. Wagner, John S. Williams • Dr. Raghu P. Mathur, Chancellor 
SADDLEBACK COLLEGE: Dr. Tod Burnett, President 

An Equal Opportunity Employer
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