Joan M. Griner, MD

ASSOCIATES IN Raymond J. Dean, MD
Jeffrey J. Kelly, DO

D t 1 Stacy Slade, PA-C
e r m a O O gy Trisha Zelinski, PA-C
of Traverse City 3643 W. Front St, Ste A
Traverse City, MI 49684

231.935.0620  Phone
231.935.0626  Fax

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Date

Patient Name

Date of Birth Phone Number

From: Current Physician

Please release all of my medical records for all treatment received by you or
under your supervision. This information will be used to further assist in my
medical care, and should be sent to:

To: New Physician Name

Address

Phone Number Fax Number

I authorize and request that any and all Medical Information as indicated above
be released according to the terms outlined in this agreement.

Signature of Patient or Guardian

Print Name/Relationship to Patient

Date of Request

Witness Signature

(We do reserve the right to charge for this service)



