Release my medical records to the following person/facility:

|
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Arthritis, Bone and Connective Tissue Diseases

Ciela Lopez-Armstrong, M.D.
AUTHORIZATION FOR RELEASE OF INFORMATION

Patient Name Date of Birth
Address City
State . Zip Code Phone

I HEREBY AUTHORIZE NORTH FULTON RHEUMATOLOGY P.C.:

Speek or correspond with the following person or clinician regarding my treatment
At North Fulton Rheumatology P.C.:

Name (or Facility): ' Phone:

Address: . Fax:

Specify information to be released:

Treatment dates: From: To:

Other:

I HEREBY AUTHORIZE NORTH FULTON RHEUMATOLOGY P.C. TO
REQUEST MY MEDICAL RECORDS FROM:

Natne:
Address: City, State, Zip Code:
Phone: Fax:

Sent via USPS / Patient pick up / _ send via Fax

I UNDERSTAND THAT NORTH FULTON RHEUMATOLOGY, P.C. MAY CHARGE A FEE
FOR COPYING AND/OR MAILING MY MEDICAL RECORDS.

Patient Signature Date:

1300 Upper Hembree Rd. « Building 100, Suite A ¢ Roswell, GA 30076
770-619-0004 » Fax 770-619-0252 e nfrpc@yahoo.com



