
Advanced Medical Care
SANDY POINT MEDICAL CENTER 

290 North Rand Road Suite A
Lake Zurich, IL 60047

RAYMOND BIANCHI, MD
847-438-4028

I, ______________ , give full consent to discuss my
medical history, labs, procedures, or any other medical related information with:
Name: ____________________ _

Phone: ___________________ _
Relationship to above: _____________ _

Signature: __________________ _
Date: ____________________ _ 

I give consent to Advanced Medical Care LTD to leave results oflabs, X­

rays and other results on my cell phone or home phone answering machine 

Home Phone: _________ Cell Phone: ________ _

Signature: __________________ _ 

Date: ___________________ _ 
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