
Authorization for the Release of Medical Information

Patient’s Name:__________________  Date of Birth:________________

I, _________________________, hereby authorize the release of the following information:

Lab Reports________

Progress Notes______

All Medical Records___

Other_____________

From:






To:

          ______________________






               Name of Office/Facility



___________________
____


Address







_______________________

 


City, State & Zip code







_______________________




Phone #

Fax #







Signed:________________________  
Date:___________________









Completed by___________

                               Michelle A. Marine, M.D., Inc.


                              The Woman’s Place for Health


                                            3901 Las Posas Rd, #207


                                                Camarillo, California 93010


                                       Tel. (805) 987-6807  Fax (805) 987-9197








Michelle A. Marine, M.D.


3901 Las Posas Rd. #207 


Camarillo, CA 93010


Office (805) 987-6807 


Fax (805) 987-9197











