ARTHRITIS & OSTEOPOROSIS CENTER, P.C.

Deborah D. Desir, M.D.  Sonia Gordon-Dole, M.D.  Victor Martin, M.D.  Christine McCrary, M.D.

3018 Dixwell Avenue ( Hamden, CT 06518-3508

Telephone (203) 281-5910 ( Fax (203) 281-3403

RECORDS RELEASE/REQUEST 

To _________________________________________________________________

(Doctor/Hospital)

Address _____________________________________________________________

(Number and Street)

____________________________________________________________________

(City)                                       (State)                                      (Zip Code)

I hereby authorize the release of my ______________________________________

____________________________________________________________________

__________________________________________________ or copies of such and

                request that they be transferred to the Arthritis & Osteoporosis Center, P.C.
                _____________________________________________

                                   (Print Name of Patient)

                _____________________________________________

                                         Date of Birth

               Date of Records ______/______/______       ______/______/______

                                                  (From)                                  (To)

               ___________________________________________     ______/______/______

                                 (Patient’s Signature)                                             (Date)

