
PATIENT REQUEST FOR RELEASE OF RECORDS

Patient Name: ________________________________________________   Date of Birth: ___________________________
                                                 (Please Print)

Doctor you are requesting records from: _________________________________________________________________

Signed: _______________________________________________________  Date: ___________________________________

RECORDS RELEASED
(To be signed on receipt of records)

I acknowledge receipt of my medical records from Narsico L. Gomez, MD, FACS, FASCRS

Signed: _______________________________________________________  Date: ___________________________________

Witness: ______________________________________________________  Date ____________________________________

Narciso L. Gomez, MD, FACS, FASCRS
Board Certified

Compassionate Surgical Care

Gomez

Surgical

3475 Sheridan Street

Suite 201

Sheridan Executive Centre

Hollywood, FL 33021

Tel: (954) 369-5717

Fax: (954) 827-0717

Info@GomezSurgical.com

www.GomezSurgical.com
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