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AUTHORIZATION OF RELEASE OF MEDICAL RECORDS

Patient Information (Please Print):

Name:______________________________________ Date of Birth:______/______/______

Social Security Number __________-_______-___________

Street Address: ______________________________________________________________
City: _______________________________________________________________________
State:_________________________________________ Zip:__________________________

Telephone Number: (______) ______-_________

Please Release My Medical Records From:

Name of Provider:____________________________________________________________
Street Address: ______________________________________________________________
City: ______________________________________________________________________
State:________________________________________ Zip:__________________________
Telephone Number: (______) ______-_________

Fax Number:            (______) ______-_________

To:
Name of RD:

Jennifer Dietz RD, CDE, MSPH

Street Address: 
625 Piney Forest Road, Suite 306D 

City: 


Danville 

State:
Virginia 

Zip: 24540
Telephone Number: 
(434) 548-0476
Fax Number:            
(434) 791-3330
Please release all records, including but not limited to, progress notes, laboratory test results, and diagnostic tests results.
Please send these documents no later than:_________________________________________

I HEREBY AUTHORIZE THE RELEASE OF MY MEDICAL RECORDS AS PROVIDED ABOVE.

____________________________________ Date: ______________________________
Patient's Signature
