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It is the policy of Primary Care Internal Medicine in Evans to release medical information upon written request with properly dated and signed authorization. The authorization will be signed by the patient {guardian (if a minor or mentally impaired), or nearest relative, executor or administrator in case of patient’s death}. The authorization will not be dated prior to the date of service and will be considered void if dated more than 90 days prior to the illness.

Please complete the following information: 

Medical record number:____________________

Patient’s name: _________________________________________ DOB: _______________

Patient’s address: ____________________________________________________________

 __________________________________________________________________________


I understand that Dr. Zhenrong Zhang will be notified of the above request for release of information. I hereby release PCIM from all legal responsibility or liability that may arise from this authorization.

I authorize Primary Care Internal Medicine in Evans to release medical information on the

above patient for service dating from _____________________________________________

to _________________________________________________________________________

Patient Signature ___________________________________________ Date _____________

Witness __________________________________________________ Date _____________

Primary Care Internal Medicine 
in Evans


	465 N. Belair Road, Suite 2C
	Evans, GA 30809
	Phone: (706) 364-4775
	Fax: (706) 364-6992
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