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PATIENT AUTHORIZATION TO DISCLOSE PERSONAL HEALTH INFORMATION 
Patient: _____________________________________________________
DOB:     ______________________________________________________
Center for Internal Medicine is authorized to receive medical records from:
	
Dr.__________________________________________
	
Phone_______________________________________		


____ I give permission to release last progress note, most recent lab results, and any imaging reports.

____ I give permission to release only records specifically described below:
	__________________________________________________________________________


____________________________				_________________________
Patient Signature						Date


Please fax records to (877) 904-3712
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