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Authorization for Release of Records

PatientName:​​​​​​​​​​​​​​​​​​​​​___________________________________________________  DOB:________________

Address:________________________________________________________SS#:_________________

City:________________________________  State:_______________________  Zip:_______________

This is my written authorization for Dr.__________________________________

    to RELEASE information to: (   )                       to OBTAIN information from: (   )

Patient OR Physician: __________________________________________________________________

Address: __________________________________City, State, Zip:______________________________

Phone: ______________________________________  Fax: ___________________________________
Information To Be Released

Results of Endometrial Biopsy within the last year

Results of PAP Smear within the last year

Lab results (hemoglobin and hematocrit) within the last year

Physician Progress notes (History and Physical or Annual Exam) within the last year

MRI films of abdomen and pelvis within the last year (done per ExAblate protocol)

Purpose of Disclosure:
Determination of candidacy for ExAblate procedure.

Patient Signature:_____________________________________  Date:__________________________

