
State Department of Health 
Office of Health Status Monitoring 

MEDICAL RECORD RELEASE FORM 

To Whom It May Concern: 

Re:  _________________________________________________________________ 
Birthname of Child and Birthdate 

I authorize release of the medical information given in the at tached “Medical Information 

Form” pertaining to me.  The information is prepared under Section 578-14.5, Hawaii Revised 

Statutes for the purpose of perpetuating medical information on natural parents of an adopted  

minor child and is to be released to or for the benefit of the adopted child. 

Name of Natural Parent (Print) 

Signature Date 

(Print using black ink or use typewriter) 

In accordance with the Americans with Disabilities Act and other applicable state and federal laws, if you require a reasonable accommodation for a disability, 
please contact the ADA Coordinator at the Family Court Administration Office at PHONE NO. 244-2700, FAX 244-2704 OR TTY 244-2889 at least ten (10) 
working days prior to your hearing or appointment date.  For all Civil related matters, please call 244-2706 or visit the Service Center at 2145 Main Street, 
Room 141, Wailuku, HI 96793 
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