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Authorization for Release of Medical Records
To:



____________________________________________________________________
Address:



___________________________________________________________________


___________________________________________________________________


___________________________________________________________________
I hereby request my medical records be released to:

GORDON SPINE AND BRAIN ASSOCIATES

1814 Roseland Blvd.

P.O. Box 6605

Tyler, TX 75711

Phone: (903) 592-6000

Fax: (903) 592-3224


Patient Name:_______________________________________DOB: _______________
Last Name First Name MI

Patient Signature: __________________________________  Date:  _______________
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