
MEDICAL RECORD RELEASE 
 
 
 

I, the undersigned, give permission for my provider, acting on my behalf, to refer my name for 
WIC services and to release necessary medical record information to the WIC agency. 
 
Signature    
 
(signature of patient being referred or, in case of children and infants, the signature and printed 
name of the parent/guardian) 
 
Date    
 


