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                                          MEDICAL RECORD REQUEST 

PATIENT NAME: _____________________________________________________

ADDRESS: __________________________________________________________

CITY: ________________________ STATE: __________  ZIP CODE: ____________

DATE OF BIRTH: _____________________ PHONE NUMBER: ________________


REQUESTING RECORDS FROM

I, _____________________________________ hereby consent and authorize the doctor and staff of ___________________________________ to release my medical records to Georgia Renew Clinic.  I understand that the specific amount of information disclosed may include a detailed report of my diagnosis and services.

*Please submit records to:
Georgia Renew Clinic
1370 Thompson Bridge Road, #101
Gainesville, GA 30501
678 769-7008 (phone), 678 426-6044 (fax)

Patient Signature: ___________________________________________________
(If patient is minor, parent or LEGAL guardian must sign)
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