
I hereby authorize the release of all information contained in my medical records from:

6/14

Authorization for and consent to release information

Printed name of patient

Date of birth (MM/DD/YYYY)			               social security number

q    And send information contained in my medical records by standard mail post to:

q    And send all information contained in my medical records by fax transmission or email to:

Goodman Dermatology, P.C.
Medical, Surgical, and Cosmetic Dermatology

Adult & Pediatric
2500 Hospital Blvd., Suite 280

Roswell, GA 30076
Phone: 770-754-0787  |  Fax: 866-763-0787

_______________________________________________________________________

__________________________________             _______________________________

GOODMAN DERMATOLOGY, P.C.

__________________________________             _______________________________

__________________________________             _______________________________

_______________________________________________________________________

I understand that this authorization includes the release of confidential information which may include hiv records, 
psychiatric mental illness, drug/alcohol abuse, venereal disease and any other statutory protected diseases. I under-
stand this consent may be revoked by me at any time by written notice unless the records have already been released, 
this authorization will expire ninety (90) days from the date signed.

***please be advised we do reserve the right to charge a fee of $25 for medical  
records release to any individual patient, practice, or third party.

__________________________________             _______________________________

__________________________________             _______________________________

Confidentiality notice
This transmittal is intended only for the use of the individual or entity to which it is addressed and may or may not contain protected health 
information which is strictly confidential. This information may only be used or disclosed in accordance with federal law which contains  
penalties for misuse. If you are not the intended recipient of this transmission, you may not otherwise use or disclose the information  
contained in this transmission. If you received this transmission in error, please return the transmission to GOODMAN DERMATOLOGY, P.C.  
at (770) 754-0787 and delete or destroy the information. Thank you.

Name of physician                                                                                    name of practice

Office phone number		                                                     office fax number

Street address                                                                                      city                                      state                       zip code 

                       

Signature of patient/guardian                                                       DATE

Guardian’s relationship to patient		               signature of witness
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