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Date: [/

Medical Record Request Authorization

Patient Name:
Date of Birth: / /

To Doctor
Address:

Fax No.

| hereby authorize and request you to release to:

Advanced Dermatology & Dermatologic Surgery, P. C.
41 - 61 Kissena Blvd, Concourse Level, Suite 5A
Flushing, New York 11355

Fax No. (718) 961-0666

The complete history (records) in your possession concerning my illness and/or treatment
during the period from to

Patient’s / Guardian’s Signature:
(If guardian state relationship )

Witness:




