[bookmark: _GoBack]Release of Medical Information

Please Print
Hospital/ Practice Name Location: _________________________________________________
Doctors Name: _________________________________________________________________
Address: ______________________________________________________________________
   ______________________________________________________________________
Phone #: ________________________		Fax #:______________________________

Patient’s Name: ________________________________________________________________
Address: ______________________________________________________________________
	________________________________________________________________________
Date of Birth: __________________		Social Security Number: _____________________

I authorize you to release, copy, and send all of my medical records, including HIV/AIDS information to:

Atlanta I.D. Group, P.C.
275 Collier Rd
Suite 450
Atlanta, GA 30309
404.355.3161 Tel.
404.856.4002 Fax


______________________________	         		_______________________
Signature							Date
