
 

 

 

 

 

 

 

Release of Medical Information 

 

I, ____________________________________________________________, allow Surgical Associates to discuss 
my care with the following people: 

 1)  ___________________________________________________________ 

 2)  ___________________________________________________________ 

 3)  ___________________________________________________________ 

 4)  ___________________________________________________________ 

 5)  ___________________________________________________________ 

 

 

 

Patient Signature  _________________________________________  Date __________________________  

 


