Dermatology Associates

of Western Connecticut, PC

Medical Records Release

Patient Name:

Please Print

Patient Address:

Date of Birth:

| hereby authorize Dermatology Associates of Western Connecticut, P. C. to disclose my Personal Health
Information (PHI) to:

Name of Individual or Entity:
Street Address:

My PHI disclosures may include:

Please initial here for entire record
Or list here specific information you would like disclosed:

The information is being requested for the following purpose (s):

Please be aware that there will be a fee of .65 cents per page, and you will be responsible for any postage.
Total pages

Patient Name: Signature:
Please Print
Patient Representative Name: Signature:
Please Print
Date:

170 Mount Pleasant Road, CT 06470 » (203) 792-4151 e Fax: (203) 792-4155
120 Park Lane Road, Suite A-203, New Milford, CT 06776  (860) 350-4152 » Fax: (860) 354-3804
10 South Street, Suite 204, Ridgefield, CT 06877 « {203) 438-1101 * Fax: (203) 894-8357
77 Main Street South, Suite 107, Southbury, CT 06488 « (203) 264-3903 » Fax: (203) 264-3907



