Medlcal Release Fpr_

Patlent Name : Date of Birth' / /
SSN Address Clty
State ZipCode___ Phone( ) Email

INFORMATION REQUESTED FROM

Name

Address City State le._Code

Phonel ) Fax{ o Emall

SEND INFORMATION TO

Name __ Sendby A Mall MFax O Secure Emall
Address City State Zip Code
Phone{ ) Fax{ ) Emaill

I, (Name), herby grant permission for you to release confidential

health Inormation about me, by releasing a copy of my medical record, or a summay or narrative of
my protected health Information, to the physiclan / person/ facllity/ entity

Printed Name’ Date

Slgnature Date

Buﬂdmg Blocks <
PediatriCc Group

Roger A. Rivers, Jr, MD, FAAP
Seetha Maneyapanda Rivera, MD, FAAP




