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MEDICAL RECORDS RELEASE AUTHORIZATION

   Authorization for use or disclosure of Protected Health Information

I hereby authorize the release of all medical records for:

                    NAME


     DATE OF BIRTH


SOCIAL SECURITY NUMBER

___________________________
     _______________


___________________________

___________________________
     _______________


___________________________

___________________________
     _______________


___________________________

___________________________
     _______________


___________________________

Patient’s address:_______________________________________________



  City: ___________________________________________



  State:_____________
Zip:_____________________

Transfer from:_________________________________________________

Office address:_________________________________________________

City: ___________________________________________
State:_______
Zip:______

Phone number:_____________________
Fax number:_____________________

     Please send a copy of these records to 

Dr. Dana Lenhart 

       



487 W. Main Street

   West Jefferson, OH   43162

 


    Fax number 614-379-5156

   Phone number 614-379-5148
I acknowledge having read this form and do hereby consent to this authorization of medical records for further medical care.

Parent/Guardian:________________________________________________
Date:___________________
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