Authorization to release medical records

Dear Patient,

In order to obtain your medical records, please complete the form on the next page. You may mail this page along with payment for $30 to PO Box 2413, Brenham, TX, 77834, to requestyour records.

You may also send a request via email to holisticurology at gmail dot com.

Sincerely,

Adrienne Carmack, MD

Dear Dr. Carmack:

This letter will authorize you to provide a copy, summary, or narrative of my medical records (as indicated by the checkmark below)

       Complete record

       Records of care from ____   to _____ only

       Records of care concerning the following condition(s):

to the following person:

Name

Street

City


State


Zip

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

I understand that you will provide this information within fifteen (15) days, and that a reasonable fee for furnishing this information may be charged.

Signed:                                                                                   

Patient (or person legally authorized to consent on patient's behalf)

Date:

