
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Bedford Gastroenterology

Bedford Gastroenterology.

Dates of care included: __________________________ to: _____________________________

1. I under  
 authoriz

2. I under  
 

(if applicable)
  

 requested use or disclosure AND THAT I MAY REFUSE TO SIGN THIS AUTHORIZATION.

3. I UNDERSTAND THAT I MAY REVOKE THIS AUTHORIZATION IN WRITING AT ANY TIME BY DELIVERING SUCH   
 WRIT
  I also under   
 ha   
 signed.

4. I under  
 r  
 c

Date: _______________
     
 _____________________________________          _________________________________
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