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Authorization for release of medical records

Date: _______________________________________
Certified Mail#: _________

Name: _________________________________________________________________

Date of Birth: _____________
Social Security#: ___________________________

Records released from: ___________________________________________________

Address: _______________________________________________________________

City, State, and Zip: _________________________________________________________

To Whom It May Concern:

I do hereby request and authorize you to disclose, when requested to do so by:

Houshang Seradge, M.D.

Cheng-Lun Soo, M.D.

Joseph Grillo, M.D.

Raul Romea, M.D.

Joel Frazier, M.D.

Orthopedic Institute

1044 S.W. 44th street, 6th floor

Oklahoma City, OK 73109

Any and all information concerning_________________________________________ with respect to any illness or injury, medical history, consultation, prescriptions, or treatment including x-rays and information that could be considered information about communicable or venereal diseases which may include but are not limited to diseases such as hepatitis, syphilis, gonorrhea, and the human immunodeficiency virus also known as acquired immune deficiency syndrome (AIDS), and copies of all hospital or medical records.  A copy of this authorization shall be considered effective and valid as the original.

Signed: _________________________________________________________________

Witnessed by: ___________________________________________________________
