AUTHORIZATION FOR RELEASE OF MECIAL RECORDS

Patient Information:

Name:





Birth Date:



Social Security Number:


Sex:  [] Male  [] Female

Address:
















City/ State/ ZipCode
Telephone Number:








RELEASE MY MEDICAL RECORDS FROM
TO
KIDNEY CARE CENTER, PLLC

Dr. Muhammad G. Alam

Dr. Fakhar Ijaz

Dr Kashaf Rasheed

Amy Priddle, PA

500 S. University Avenue 

Suite 508

Little Rock, AR 72205

501-588-1100 (Office)

501-588-1750 (Fax)

Please release a copy of all my medical records including but not limited to, progress notes, operative reports, laboratory and radiology reports and any other specific reports as listed below:

BY MY SIGNATURE I AUTHORIZE THE RELEASE OF THESE MEDICAL RECORDS:










 Signature of Patient/Guardian




Date Signed
