ENT

Allergy - Audiology - Aesthetics
Facial Plastic Surgery - Dermatology

Authorization to Release Information

Date:

Patient Name:

DOB:

l, , authorize Cape ENT to release the following information regarding:
LI History and Physical I Consultation Reports

[J Operative Report [0 Radiology Report

[ Test Results [J Laboratory Report

O Discharge Summary 0] EKG Report Date

LI Treatment Summary LI Other:

Signature of Patient, Guardian or Medical Power of Attorney Date

**] understand that | may withdraw this consent at any time.**

Withdrawal:
| withdraw consent for effective

Name of Patient Date
Signature of Patient, Guardian or Medical Power of Attorney Date

17005 OLD ORCHARD ROAD, LEWES, DE 19958

. 302-703-4025 | @ WWW.CAPEENT.COM
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