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Telephone: (248) 626-5315







    
       Fax: (248) 626-2248 
Request for Release of Medical Records
Release Records To:

 _____________________________________________

Physician or Practice Name

___________________________________________   ________________

Address                                                                            Phone Number

___________________________________________   ________________

City, State and Zip Code                                                  Fax Number

Patient Information:

 _________________________________________________________

Printed Name of Patient                                                   Date of Birth

___________________________________________   ________________

Address                                                                            Phone Number

___________________________________________   ________________

City, State and Zip Code                                                  Alternate Phone #
I hereby authorize Allergy & Asthma, P.C. to release my (or my child’s) medical records to the physician or medical practice that I named above.  This authorization, solely as it relates to disclosure of health care information, will expire one year after the date of my signature below.

Release Records From:

Allergy & Asthma, P.C.

5775 West Maple Road

West Bloomfield, MI 48322
(248) 626-5315 – phone / (248) 626-2248 - fax

· Lawrence I. Pasik, M.D.

· Nena S. Kasmikha, M.D.

· Cathryn Luria, M.D.

· Gagandeep Cheema, M.D.
         ___________________________________________________________   ________________

         Signature (patient, parent or legal guardian)                                                   Date of Request 

