AUTHORIZATION TO RELEASE MEDICAL RECORDS

Dear Dr. Sloan:

This letter will authorize you to provide a copy, summary, or narrative of my records (as indicated by the checkmark below):
_____ 	Complete Record
_____	Records or care from ______ to _______ only
_____	Records of care concerning the following conditions: __________________________________

Please release the information requested above to the following person:
Name: 	_______________________________________
Address:  _______________________________________
_______________________________________
Tele: ______________________
Fax: _______________________

The reasons or purposes of this release of information are as follows:
__________________________________________________________________________________________________________________________________________________________________________

I understand that you will provide this information within 14 business days and I will be responsible for payment of a reasonable fee as provided for in the Records Policy portion of the Office Polices which I have previously been provided.



Signed: ____________________________________________
Patient name: ________________________________
Date: __________________________



