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PATIENT RECORD RELEASE

Date:
, hereby authorize release of my Pathology Report or
Pathology Report and slides; Pathology Case #: to:
Physician:
Address:

Phone Number:

Signature of Patient or Responsible Party

Printed Name

Witness Signature

Printed Name

M. C. Finan, M.D.  S. F. Templeton, M.D.  J. A. Barber, M.D. N. S. Naik, M.D. L. N. Stuart, M.D. M. P. Lee, M.D.
1200 Lake Hearn Drive Suite 300 Atlanta, GA 30319 Phone: 404.851.1766 Fax: 404.851.1767



