
Dr.   Deb   Bossio 
Record   Release   Authorization 

 
 
Date:   ________________________ 
 
I   hereby   authorize   and   request      (medical   of갇ice/doctor) 

 
_________________________________________________________________________________________ 

 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 

 
   To   release   my:  
 

_____________ Medical   Records 
_____________ Labs 
_____________ Imaging   Reports 
_____________ Other 

 
 
 
To:  Dr.   Deb   Bossio  

Naturopathic   Physician 
100   Danbury   Rd,   Suite   102 
Ridge갇ield,   CT   06877 
P:   203‑431‑4443,   F:   203‑431‑6664 
of갇ice@drdebbossio.com 

 
 
Patient’s   Name   ________________________________________________________________ 

 
 
Patient’s   Signature:  ________________________________________________________________ 
 
 
Parent/Guardian   Name:  ________________________________________________________________ 
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