MEDICAL RECORDS 
RELEASE AUTHORIZATION
I hereby authorize the disclosure of the following information from the medical records of:

PATIENT NAME:  _____________________________________________________

PATIENT DATE OF BIRTH:  ____________________________________________

CURRENT ADDRESS:  _________________________________________________

CURRENT CITY/STATE/ZIP:  ___________________________________________

CURRENT TELEPHONE:  _______________________________________________

RELEASED    TO  /  FROM:
RELEASED    TO  /  FROM:

Brett S. Rankin, M.D.


Christopher M. Sarno, M.D.








Family Ear, Nose & Throat, LLC



35 Walker Street Suite 200         
_________________________________


Kittery, ME  03904



Tel #:
207-351-3525








Fax #:
855-654-3271


INFORMATION TO BE DISCLOSED:


□
COMPLETE RECORD
□
OTHER

□
CONSULTATION REPORTS
□
LABORATORY TESTS


□
IMAGING REPORTS
□
PROGRESS NOTES

FOR THE PURPOSE OF:


□
To provide treatment
□
Other (please specify):  _________________

I understand that these records could include information relating to acquired immunodeficiency syndrome (AIDS), human immunodeficiency virus (HIV) infections, behavioral health services/psychiatric care, and/or treatment for alcohol and drug abuse.

I understand this authorization may be revoked in writing at any time, except to the extent that action has been taken place in reliance on this authorization.

Signature of Patient





                Date

Signature of Authorized Representative                                                                                     Date
