' AUTHORIZATION FOR RELEASE
HO|mL<V'St“‘° DOh M. OF MEDICAL INFORMATION

ACCREDITED DERMATOLOGY MEDICAL CLINIC INC.

Name of Patient Last First

Date of Birth Phone ( )

Address

City State.  Zip Code

| hereby authorize and request the following doctor or medical facility:

Doctor or Medical Facility

Address
City State Zip Code
Telephone Fax

to furnish my medical records to:
[ ] Accredited Dermatology Medical Clinic Inc.
[ ] Patient or parent of minor

[ ] Other Doctor or Medical Facility

Address
City State Zip Code
Telephone Fax

Specific information requested:

____Entire medical record
_____Pathology reports
___ Other:

| hereby authorize and request the following information as the:

Patient Parent of the minor patient
Conservator of the patient Guardian of the minor patient
Signature Date
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