Berkeley Medicine & Consulting
Malaika E. Berkeley, M.D., M.P.H.
191 Peachtree St, Suite 1400, Atlanta, GA 30303 / Phone: 470-419-5859 / Fax: 470-419-5860

CONSENT FOR EXCHANGE OF INFORMATION

I (Name & Date of Birth) ___________________________________________ do hereby consent to the exchange (verbal or otherwise) of medical information between Dr. Malaika E. Berkeley / Berkeley medicine & Consulting and 
Name of Practice: ______________________________________________________________________
Name of Provider (if relevant): ____________________________________________________________
Address: __________________________________________________________________________________________________________________________________________________________________________
Phone: ________________________________    	Fax: _________________________________
Email: _____________________________________________________
Please initial next to the documents you wish exchanged:
_________ Progress Notes
_________Labs
_________ other testing. Please specify: ____________________________________________________
_________ other documents. Please specify: ________________________________________________

Please note any information you wish to NOT be exchanged:
_____________________________________________________________________________________

This agreement will terminate 1 year from signature or upon my written request for such action.

    __________________________________________    	     	________________________ 
Signature						Date
