
I,

AUTHoRIZATIoN To Rnr,BRsn Mnucer, IUpoRMATIoN

Release records from:
(Name ofdoctor, clinic" hospital)

Address:

Phone and Fax No.:

, recluest that my medical records be released to:
(Patient's nanre and Date of Birth)

Dr. Warren Klausner
rz9 Jewell Street
Santa Crtrz,CA 95o6o
PH:83r.4tn.t4oo
Fax: 83r. +zo.r+or

Please release the following information:

fl X-rays, MR[, CT Reports
3 Lahresults
fl Complete medical record

I understand that I have a right to recrive a copy of this authoizatron upon my request.

Copyrequestedl fl Yes fl No

Signature: Date:

Signedby: D Patient O Spouse D Parent fl Guardian


