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Date:  ______________________
Patient’s Name:  ______________________________
Date of Birth:  ________________________________
Social Security or DL#: __________________________

I hereby authorize;	Name: ___________________________________  
Address:  _________________________________
[bookmark: _GoBack]Address:  _________________________________
Phone:  __________________________________
Fax:  _____________________________________to release my complete medical record from ___________to __________ to Reeves Medical Associates PLLC, to provide continuity of care.
Records can be forwarded to Reeves Medical Associates PLLC
				1415 E Centerton Blvd
				Centerton, AR 72719
				Phone 479-224-1565
				Fax 844-758-8644


Signed:  ___________________________________________ Date: _______________________
Authorized Representative: ___________________________ Date: _______________________
Minor Guardian: ____________________________________ Date: _______________________
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