
Jill Stevens, M.S., L.Ac,  
5901 Christie Ave, Ste 102 · Emeryville, CA 94608 

Tel: 510-851-3006 · Email: wholefamilywellness@gmail.com 

WHOLE FAMILY WELLNESS CENTER 
Authorization for Release of Medical Records 

 
 

Patient Name ____________________________ Date ____________________ 
Address _________________________________________________________ 
City _____________________________ State ______ Zip Code_____________ 
Phone ___________________________ Email __________________________ 
 
 
I, ___________________________________, authorize the Jill Stevens, L.Ac., 
of the Whole Family Wellness Center to release my medical records to the 
following practitioner(s): 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________. 
 
The release of my medical records can include but is not limited to health history, lab 
results, progress notes, & treatment plan. 
 
With my signature below I hereby authorize the release of my medical records: 
 
 
 
Patient Signature _____________________________________Date _______________ 


