DIGESTIVE HEALTHCARE OF GEORGIA, P.C.

354 Newnan Crossing Bypass

Suite 205

Newnan, GA 30265

Phone: (678) 326-4812

Fax: (678) 326-4817

www.digestivehealthcare.net
David Rudolph, D.O
Authorization to Release Medical Records From Digestive Healthcare of Georgia, P.C.
Date: _______________________________________

Patient: _________________________________________________ DOB: _________/________/_________

Last 4 SS#: _______ Home Ph: (_______) _______ - __________ Cell/Wk (_______) _______ - __________

Home/Mailing Address: _____________________________________________________________________

________________________________________________________   ____________   ___________________

                                            CITY





  STATE

               ZIP CODE
I, _________________________________________________, authorize Digestive Healthcare of Georgia, P.C.
                               Patient Name (Please Print)
to provide copies of my medical record to: 

Name: _____________________________________________________________________________


Address: ___________________________________________________________________________


                ___________________________________________________________________________


City: __________________________________________ State: ________ Zip Code: _____________


Ph: (_________) __________ - ______________   Fax: (__________) __________ - ______________

Records to be released: _____________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Specify Treatment Date(s): __________________________________________________________________

I release Digestive Healthcare of Georgia, P.C. from all legal responsibility or liability that may arise from this authorization. I understand that this release only pertains to the medical records specified and that a separate authorization must be completed to initiate further requests for release of additional medical records. 
_____________________________________________________________  
________________________

           



    Patient Signature





         Date
___________________________________________________________________________________          ________________________________

 
                                              
    Witness Signature





            Date

