
Patient Release of Medical Records:

Patient’s Name______________________request and I give my permission to release my Medical Records for the time period dating from_____________to_____________to the following.
Medical Clinic:
Performance Weight Loss
Dr. David Carroll
680 Hwy. 51 Suite C
Ridgeland, MS 39157
Fax: 769-251-1047

The facility the labs need to be released from:
Name of Facility: _________________________________
Phone Number: __________________________________
[bookmark: _GoBack]Fax Number: _____________________________________

________________             ____________      _______________
Patient Name	                      Date of Birth          Social Security #

_____________________                             _______________
Patient’s Signature                                            Today’s Date

