MEDICAL RECORDS RELEASE AUTHORIZATION
Today’s Date: 
  /        /

I hereby authorize _________________________ (doctor/medical practice name) to release any and all information, including the diagnosis and records of any treatment or examination rendered to me to the party specified below.

Treatment Dates: 
______ Please Send All Medical Records
(check one)

or
_______ Only Send Records From ___________   To __________
Reason for Request:

___Transfer of Care

___Referral/2nd Opinion

___Insurance Company

___Disability/SSI

___Relocation – out of state

Patient Name:










Patient Date of Birth:






Patient Social Security Number:
    -
    -


Release Records To:
Gary R. Cohan, M.D., F.A.C.P.
A Medical Corporation
150 North Robertson Boulevard

Suite 115

Beverly Hills, CA 90211

Patient Signature: 






Witness:













FAX THIS FORM TO YOUR PREVIOUS DOCTOR”S OFFICE 

