

Authorization for Release of Medical Information
	Name:
	

	Social Security Number:
	
	Date of Birth:
	

	Address:
	

	
	City:
	
	Zip:
	


Signature:  ___________________________  Date:  __________________

I hereby authorize the release of the following:
(Please check)
___
My complete Medical Records

___
My partial Medical Records

___
During the period from ___________  to  ___________

___
Verbal information from my Medical Records
(Please circle)

TO  or   FROM

TO  or   FROM

Dominion Women’s Health, Inc.
__________________________

8239 Meadowbridge Rd., Ste A
__________________________

Mechanicsville, VA 23116
__________________________

Phone: (804)730-0800
Phone: (___)__________

Fax: (804)730-0839

Fax: (___)__________
www.dominionwomenshealth.com


