Augusta Women’s Center
2100 Central Avenue, Suite 7

Augusta, GA 30904

(706) 736-5378-office

(706)738-9922-fax

Dr. Ravinder Jerath
To Whom it May Concern:
Date:


Please release a copy of my medical records to the above Physician(s). I understand this authorization includes the release of ALL medical records including HIV records, Psychiatric mental illness, drug or alcohol abuse records, venereal  disease reports and any other statutory protected diseases. This authorization and consent will expire 90 days following the date signed. I understand that I may revoke this authorization and consent at any time to the extent that action has previously taken reliance hereof.

I appreciate you prompt attention. Thank you.

Name:  


         First                       Middle                   Maiden                    Last

SSN:
Date of Birth:

Signature:

Previous Doctor’s  Name/Address/Phone Number:




Information to be disclosed:

Purpose of Disclosure:                                     At my request.


                                             
  Other (specify):

