Authorisation for release of records

Patient Information

Name               ____________________________________________

Date of Birth    ____________________________________________

Address            ____________________________________________

City                  ____________________________________________

State                 ____________________________________________

Zip Code          ____________________________________________

Please release my records from

NAME          _______________________________________________

ADDRESS    _______________________________________________

                      _______________________________________________

                      _______________________________________________

TEL
         _______________________________________________

FAX             _______________________________________________

TO

SANGEETHA MURTHY INCOPRORATED

7830 CLAIREMONT MESA BLVD

SAN DIEGO, CA 92111

TEL 8588748741

FAX 858 227 9116

Please release all my records including but not limited to progress notes, labs, consults xrays.

By my signature, I give consent to the release of my medical records

Signature_____________________________________   Date ___________________

