[bookmark: _GoBack]Authorization to release medical records
I hereby authorize


Medical practice name: ______________________________________________
Address: ___________________________________________________________ 
Fax #:________________________ 		Tel#:_____________________

To release my medical records:
Specify:___________________________________________________________ ___________________________________________________________________


Patient name: ________________________________________________________
Date of Birth: ________________		Tel #: ___________________

Records are to be transferred to:
David Bisbee, MD @ Stowe Personalized Medical Care
PO 357
Stowe, VT, 05672 - 0357
Phone #: 802-253-5020, Fax#: 802-253-5021


_______________________    		_______________
		Patient Signature				Date
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