
AUTHORIZIATION TO RELEASE MEDICAL RECORDS

DATE: _________________________________________

I, _________________________________, HEREBY AUTHORIZE GRADY B. CORE, M.D. TO

RELEASE ANY AND ALL MEDICAL RECORDS (Please specify which records and/or dates needed)

____________________________________________________________________________________

____________________________________________________________________________________

TO: ________________________________________________________________________________

PATIENT SIGNATURE

DATE OF BIRTH

SOCIAL SECURITY NUMBER

3595 GRANDVIEW PARKWAY, SUITE 150 ∙ BIRMINGHAM, ALABAMA 35243 ∙ 205-397-2100 ∙ 877-397-2100 ∙ 205-397-2101 FAX
COSMETIC AND RECONSTRUCTIVE SURGERY


