
RELEASE OF MEDICAL RECORDS CONSENT FORM


Records to be released from:

	Name: _______________________________________________

	Address: _____________________________________________

	_____________________________________________________

	Phone#: ______________________________________________


All Records… YES______  Selected Period of Time_________________________


Please release a copy of my medical records to:



PURISIMA FAMILY MEDICINE, INC.
575 KELLY AVENUE
HALF MOON BAY, CALIFORNIA 94019-1719
650- 560-0216
Fax: 650-295-0397




Name of Patient: __________________________________ DOB: ________________

Patient’s Address: _______________________________________________________

Guardian/Patient’s Signature: _________________________________ Date: _______

Relation to Patient: ______________________________________________________

I understand that the information in my medical record may include information relating to treatment of drug or
alcohol abuse, psychological or psychiatric impairments, sexually transmitted illnesses, acquired immunodeficiency syndrome (AIDS), AIDS related complex (ARC), and/or human immunodeficiency virus (HIV). 



DANIEL MCMLLAN, M.D. – VANESSA OPPENLANDER, M.D. – JILL PAVLISCAK, M.D.
