MEDICAL RECORDS RELEASE

Date:

| hereby authorize:

To release any information including the test results, diagnosis and records of any treatment or
examination rendered to me to:

Specific Request:

Patient:

Date of birth:

Signature:

V2_04/30/18

1200 Broadcasting Road | Suite 200 | Wyomissing, PA 19610
(tel) 610.374.8133 | (fax) 610.375.1206



