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RELEASE OF MEDICAL INFORMATION AUTHORIZATION
TO: ____________________________________  
        HEALTHCARE OFFICE OR ORGANIZATION
ADDRESS: ____________________________________________________________________________
PATIENT NAME: _______________________________________________________
DOB: ______________________________
I HEREBY AUTHORIZE AND REQUEST YOU TO RELEASE THE FOLLOWING RECORDS:
__	Progress Notes				__	Discharge Summaries
__	Medication Lists			__	Problem Lists
__	Consultation Reports			__	Radiology Results
__	Laboratory Results			__	Immunization Records

Please mail documents to: 	Kristina Maciunas, MD
				Healing Ways Healthcare, PLLC
				PO Box 1683
				Shepherdstown, WV 25443

______________________________________			____________
Patient/Responsible Party Signature				Date
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