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MEDICAL RECORDS RELEASE




DATE: __________________

TO: _____________________________________________


_____________________________________________


_____________________________________________


_____________________________________________

I hereby authorize you to release my medical information to:

        Dr. Sang Tran, MD





 
Procare Medical Center




 
        6870 S. Rainbow Blvd. Ste. 106/107


        Las Vegas, NV 89118





        Phone: (702) 396-6000 Fax: (702) 396-6001

I hereby authorize you to release the following records of any treatment or examination rendered to me during the period from
__​​_____________ to _____________________


 FORMCHECKBOX 
Progress Notes

____ Consultations

  FORMCHECKBOX 
X-Ray Report


____ Shot Records

  FORMCHECKBOX 
 Lab Reports
____ Growth Charts
Other: ________________________________________________________________

Signature:
________________________
Date: _____________________________

Printed Name: ______________________
DOB:
____________________________

Witness: __________________________
Title:
____________________________

