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RECORD RELEASE AUTHORIZATION
TO THE OFFICE OF:
 NAME: _______________________________________________________________________
ADDRESS: _____________________________________________________________________
	    ______________________________________________________________________
PHONE #: _____________________________________________________________________
FAX #: ________________________________________________________________________

I HEREBY AUTHORIZE AND REQUEST YOU TO RELEASE THE COMPLETE MEDICAL AND SURGICAL RECORDS IN YOUR POSSESSION CONCERNING MY ILLNESS AND/OR TREATMENT TO THE FOLLOWING:
Steven C. Patching, M.D.
800 Howe Ave, Suite #300
Sacramento, CA 95825
Phone: 916-568-5564
Fax: 916-568-5575

*ONLY FILL OUT BOTTOM PORTION*
[bookmark: _GoBack]PLEASE INCLUDE:
· EKG RESULTS
· ALL RADIOLOGICAL REPORTS (CXR, HIDA SCAN, CT, EGD, UGI, & ULTRASOUND)
· MOST RECENT LABORATORY RESULTS
· ALL PATHOLOGICAL REPORTS (H&P, OPERATIVE DICTATIONS, & DISCHARGE SUMMARIES)
· OTHER:__________________________________________________________________

*REGARDING PATIENT: ________________________________________D.O.B:_____________
*ADDRESS: ____________________________________________________________________
______________________________________________________________________________
*SIGNATURE: ______________________________________________ DATE: ______________	(IF YOU’RE A RELATIVE, STATE RELATIONSHIP TO PATIENT)
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our center of excellence for minimally invasive surgery.




