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REQUEST FOR RELEASE OF MEDICAL RECORDS
To:  
__________________________________________________________________

Patient: _________________________________________ DOB: 
__________________



Records requested: 
______________________________________________________

I hereby give consent to disclose information from my confidential medical records which may include information pertaining to mental illness, drug or alcohol abuse or dependency, AIDS or HIV infection. Please provide this information to Southern Oncology Hematology Associates.

Patient or Designee’s Signature: 
__________________________________________

Date: 
_____________________________
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