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Date: ___________________________________________________________
To: _____________________________________________________________
Fax#: ___________________________________________________________
Patient Name: ____________________________________________________
Patient SS#:______________________________________________________
Date of Birth:_____________________________________________________

I hereby authorize the release of medical information obtained on or about me to:
Primary Care Internal Medicine in Evans
[bookmark: _GoBack]465 N. Belair Road, Suite 2C
Evans, GA 30809
Phone: (706) 364-4775
Fax: (706) 364-6992


Patient’s Signature:_________________________________________________
Witness:_________________________________________________________
Requesting Physician: Zhenrong Zhang

Primary Care Internal Medicine 
in Evans
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