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MEDICAL RECORDS RELEASE


							

I hereby authorize   _________________________________________________ to release the following medical records:


   ALL RECORDS	                              OTHER: ________________________________   

  ALL OPERATIVE PROCEDURE REPORTS

   ALL RADIOLOGY REPORTS 		        ALL LAB REPORTS
   
   ALL PATHOLOGY AND BIOPSY REPORTS

**THE UNDERSIGNED HEREBY AUTHORIZES RELEASE OF ALL ABOVE REQUESTED MEDICAL RECORDS.

To: ________________________________________________________________________________

Phone #:__________________________________   Fax #:____________________________________

Address: ____________________________________________________________________________

Patient Name: _____________________________________________ D.O.B.:______/______/_______

Patient Signature: ___________________________________________ Date:______/_______/________



   Picked Up           Mailed         Faxed

COMPLETED BY: _______________________________________   DATE: _______/______/________

___________________________________________________________________________________
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