WassermanUlitsky

DERMATOLOGY

Authorization to Release Medical Records

Patient’s Name: Date of Birth: / /

I, the undersigned, hereby authorize WassermanUlitsky Dermatology to receive copies of my medical record as outlined
below.

Please select the records you wish to have released:

] Entire Medical Record [ Progress Notes [ Surgery Notes
[ Laboratory Reports [ Radiology Reports [ Aesthetic Treatment Notes
[ Pathology Reports [ Other (please specify):

Release Records From:

Facility Name:

Address:

Phone:

Fax:

Records Requested To:

Facility Name: WassermanUlitsky Dermatology

Address: 409 Serano Way, Nokomis, FL 34275
Phone: (941) 484-8222
Fax: (941) 486-0316

Patient Authorization
By signing below, | authorize the release of my medical records as specified above.

Patient’s Signature: Date: / /

WassermanUlitsky Dermatology 409 Serano Way, Nokomis, FL 34275
Office: 941-484-8222 Fax: 941-486-0316



