
RECORDS RELEASE

DATE: _____________________

TO: __________________________________________________________________________
Doctor or Hospital

Address, City, State, Zip Code

I HEREBY AUTHORIZE AND REQUEST YOU TO RELEASE

W. Gregory Wilkerson, MD
4150 N. Armenia Avenue, Suite 201♦ Tampa, FL  33607

(813) 739-1174

THE COMPLETE MEDICAL RECORDS IN YOUR POSSESSION CONCERNING MY
ILLNESS AND/OR TREATMENT DURING THE PERIOD FROM _____________ TO
______________

SIGNED _______________________________
                                                                                                        (Patient)

RELATIONSHIP ________________________


