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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

PATIENT INFORMATION: (PLEASE PRINT)

NAME: DATE OF BIRTH:

SOCIAL SECURITY NUMBER:

CITY: STATE: Z1P CODE:

PHONE NUMBER: FAX NUMBER:

PLEASE RELEASE MY MEDICAL RECORDS FROM:

CLINIC NAME:

TEL. NUMBER:

FAX NUMBER:

To:

JAMIL C. MOHSIN, MD, FACC, FSCAI
13215 DOTSON ROAD, STE. 340
HOUSTON, TEXAS 77070
OFFICE: (832) 688-9479  EFAX: (832) 604-7466

PLEASE SEND MEDICAL RECORDS NO LATER THAN:

PLEASE RELEASE A COPY OF ALL MY MEDICAL RECORDS, INCLUDING BUT NOT LIMITED
TO PROGRESS NOTES, OPERATIVE NOTES, LABORATORY RESULTS, AND DIAGNOSTIC
TESTS.

BY MY SIGNATURE I AUTHORIZE RELEASE OF MY MEDICAL RECORDS:

PATIENT SIGNATURE: DATE:




