MEDICAL RECORDS RELEASE FORM
Date:
_____/______/______


Stat_______ Not Stat_______

Please address to your previous/current doctors/healthcare providers:
To:

__________________________________________



__________________________________________



__________________________________________

I hereby authorize and request you to release the complete medical records in your possession, concerning my illness and/or treatment during the period from __________________ through _________________, to the party(ies) names below. 
Please only send records that are within two years of today’s date. Incorporated in this release form is my authorization for you to include any and all information relating to HIV testing and other AIDS-related treatment or diagnostic techniques.
***********************************************************************

A copy of the aforementioned records is to be released to:

Family Practice Centre South
Dr. Robina Poonawala / Dr. Munira Khambati

4007 James Casey St., Suite D-240

Austin, TX 78745

Phone (512) 440-8989     Fax (512) 440-0299

________________________________________

        ____________________


Patient or Legal Guardian Signature




Date
_________________________________________


Relationship if other than patient

Print Patient’s Name:______________________________________________________

Patient’s Date of Birth:________/________/________

Patient’s Social Security #:_________________________________________________

Thank you for your prompt response to this request.
