Acupuncture & Wellness Center
Cary, NC 27518

P 919-859-2500
F 919-854-7910

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

I,










(Patient’s name)

D.O.B.   





GIVE:
Acupuncture & Wellness Center, LLC
AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION REGARDING MY MEDICAL RECORDS TO:
Name of Practice:
Name of Provider
Practice Phone #
Practice Fax #
THE FOLLOWING TYPES OF INFORMATION ARE SPECIFICALLY AUTHORIZED FOR RELEASE:

All treatment notes and medical records


EXPIRATION DATE OF THIS AUTHORIZATION:


____________________________________                
_____________

(Patient’s signature)

(Date)

____________________________________

(Patient’s Name Printed)

____________________________________               
_____________

(Witness signature)                                                     
(Date)

Confidential Communication:
This facsimile communication and any attachments are intended for the addressee only.  
This facsimile and any attachments may be privileged, confidential, and protected from disclosure.  
If you are not the intended recipient, any dissemination, distribution, or copying is expressly prohibited.  
If you received this email in error, please notify the sender immediately by replying by telephone.  
