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203 Medical Way, Suite A, Riverdale, GA 30274
www.taragynecology.com 

Phone Number: 770-991-0041

Fax Number: 770-538-1663

Medical Records Release Form

Patient Name: __________________________________________  Date of Birth: _________
Patient/Guardian Authorization

You may use or disclose the following health care information:

   □ All my health information including, but limited to AIDS/HIV and other communicable disease information, behavioral health care/psychiatric care, alcohol and/or Drug abuse treatment, if any, unless specifically excepted: _______________________________________ 

   □ Other ____________________________________________________________________

I would like all my medical records to be disclosed to Tara Gynecology [OBGYN], LLC. Please fax all records to 770-538-1663.

This authorization is valid for six (6) months from the date of signing and may be revoked at any time by providing written notice of revocation. I understand I cannot revoke this authorization retroactively for information already released. 

___________________________________                           _________________
Patient/authorized individual signature                                                                    Date
___________________________________                           
Printed name of patient/authorized individual                                                         
