
AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

_________________________ _________________________
          (Patient Name) (Date of Birth)

_________________________ __________________________
        (Street Address) (Phone Number)

 __________________________________________
          (City, State, & Zip Code)

I, ________________________________, do hereby authorize Lakeshore Pediatric
          (Patient / Parent or Guardian)

Center to release and/or obtain all medical records pertaining to ________________________
(Patient / Date of Birth)

From:    __________________________
       (Location)

   __________________________
       (Address)

   __________________________
         (City, State, & State)

   __________________________
   (Signature of Parent or Guardian)

   ________________________ ________________________
          (Date)   (Witness)

________________________________________________________________________
LAKESHORE PEDIATRIC CENTER

275 HIGHWAY 16 NORTH . DENVER, NORTH CAROLINA . 28037
PHONE:  (704) 489-8401 . FAX:  (704) 489-8404

Wissam Nadra, MD


