
4201 Anderson Ave, Ste D120 
Manhattan, KS 66503 
785-537-1130
785-537-3119 (fax)

Medical Release of Information 

Date: ______________________________________

Patient Name: ________________________________

DOB: ______________________________________

        I authorize Z Sleep Diagnoztics to release medical records to 

__________________________________________________________________________________________________________________ 

       I authorize _____________________________________________________ to release medical records to Z Sleep Diagnoztics 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

___________________________________________________________________________________________________________________ 

Patient Signature      Date 
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