
MEDICAL RECORDS RELEASE

Date: /	 /	

I, 	 , do hereby give permission to release all of my medical records 
and medical history of treatment to the following one:

Name: 

Address: 

Phone: 

Fax: 

Or to Myself:

Name: �

Address: �

Phone: 

Patient’s Signature
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Mian A. Jan, M.D., F.A.C.C., F.S.C.A.I. 
Ramprasad Gadi, M.D.
Bhavna Mohandas, M.D.
Amanulla Khaji, M.D., F.A.C.C.
Leeann Parton, MS, PA-C
Frederick Pereira, CRNP
Seamus Winters, MS, PA-C


