STEVEN W. MELHORN, D.O.
MELHORN & MELHORN, D.O., INC.
1504 SANTA ROSA ROAD, SUITE 103
HENRICO, VA 23229-5109
804-288-6414
F-804-288-9022

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Patient Name Date of Birth

I hereby authorize and give my consent to release my medical information

FROM TO
Phone Phone
Fax Fax

In regard to medical services rendered to me and may be limited to the following
specific items: (Please check only one)

( ) Mostrecent notes, labs, reports (2-3 years)

( ) The following dates only: to
( ) Other:
Date of Consent Signature of Patient, Parent, or Authorized Répresentative

If signed by person other than patient, state relationship to patient:

If signed by authorized representative, state why patient is unable to sign

Records will be faxed unless otherwise noted here to be picked up

Phone number to call if records are to be picked up when ready

There is normally a fee to copy or transfer records depending on the quantity. You will be notified of that fee prior to sending records.



