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Authorization of Release of 
Medical Information



[bookmark: _GoBack]
Date:	__________________________


I hereby authorize Shenandoah Oncology, P.C. to release information from the records of:

__________________________________	________________________________
Patient Name							Street Address					
__________________________________	________________________________
City, State, Zip Code						Telephone Number

__________________________________
Date of Birth

__________________________________
Signature of Patient



You may release this information to the following individuals:

__________________________________	________________________________
Name & Relationship					Phone Number

__________________________________	________________________________
Name	 & Relationship					Phone Number							
__________________________________	________________________________
Name	 & Relationship					Phone Number								
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