UROLOGY ASSOCIATES OF RICHMOND. INC,

Jeffrey A. Rebman, M.D. Linda B. Waterworth, ANP

Authorization for Release of Medical Information

Name: Date of Birth:
Address: Medical Record No.:
City: State: Zip:

Telephone Number:
| hereby authorize the release of my medical records to the name or entity listed below.

Name:

Address:

City: State: Zip:

This information is needed for the following reason:

Signature Date

Witness
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