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Authorization to Release Veterinary Medical Records 

I, ________________________ (first and last name), authorize Annapolis Veterinary & Wellness 

to send my pets complete medical records to other veterinarians and boarding/ daycare 

facilities for necessary medical requirements.  

Owner Information: 

Name ________________________________________________________________________ 

Address _________________________________________ Phone________________________ 

City:  ______________________________ State: ______________ Zip Code: _______________ 

Pet Information: 

Pet Name _________________________________________ Breed: ______________________ 

Pet Name _________________________________________ Breed: ______________________ 

Pet Name _________________________________________ Breed: ______________________ 

Pet Name _________________________________________ Breed: ______________________ 

Records may consist of: 

o Vaccination Records                 

o Lab Work Test Results  

o Complete Medical History  

I certify that I am the owner or authorized agent of the pet(s) listed above and hereby authorize Noah’s 
Ark Veterinary & Wellness LLC, DBA Annapolis Veterinary & Wellness, its affiliates, medical staff, 
employees, and their representatives to release my pet(s) medical information as seen medically 
necessary.  

Owner Name: __________________________________________________________________ 

Owner Signature: _________________________________________ Date:_________________ 


