Jeffersonville Internal Medicine

Authorization to Release Medical Information


In order for us to obtain your medical records from your previous doctor, please complete the following information: (please print)

(PREVIOUS)

Doctor/Practice/Hospital:______________________________________________

Address:______________________________________________
______________________________________________
______________________________________________
Phone:______________________________________________
Fax:_______________________________________________

I, ____________________, release the above Doctor/Practice/Hospital from any laws related to disclosure of confidential information.  My permission is granted to release complete information concerning the treatment and findings of:

Patient Name: _________________________________

Date of Birth:__________________________________

TO:
Dr. Michael C. Roman

Jeffersonville Internal Medicine

1550 West Main Street

Jeffersonville, PA 19403

Phone: 610-635-1712

Fax:  610-635-1716

Signed:____________________________________   Date:______________

______Patient   ______Spouse   ______Parent   ______Guardian

