
REQUEST FOR RELEASE OF MEDICAL RECORDS





REQUEST FROM:	


ADDRESS:	CITY/STATE/ZIP:	


FAX NUMBER:	





I hereby authorize the release of a complete copy of all my medical records to:





NARENDRA K. GUPTA, MD FRCP


10160 Medlock Bridge Road


Duluth,GA.30097


Phone: 770 495-0011     Fax: 770 495-0012





PATIENT'S NAME:	DATE:	


SSN:	BIRTHDATE:	


ADDRESS:	CITY/STATE/ZIP:	


SIGNATURE OF PATIENT OR GUARDIAN:	





Diabetes & Hypertension Center





C: Office Forms: Records Release





___  EMERGENCY ROOM REPORT


___  X-RAY REPORTS


___  EKG


___  EEG


___  PROGRESS NOTES


___  ALL PERTINENT








___  FACE SHEET


___  CLINICAL/DISCHARGE SUMMARY


___  HISTORY & PHYSICAL


___  CONSULTATION REPORT


___  OPERATIVE REPORT


___  PATHOLOGY REPORT


___  LABORATORY REPORT





PLEASE SEND THE FOLLOWING:





PLEASE PRINT








