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Patient Authorization to Release Medical Records to 
Atlanta Dermatology, Vein & Research Center, LLC

Hamilton Dermatology, dba
By signing this authorization, I authorize  (physician, person, office, etc.) __________________

____________________________________________________________________________
to use and/or disclose certain protected health information (PHI) about me to or for Atlanta Dermatology, Vein & Research Center, LLC or Hamilton Dermatology, dba.
This authorization permits _______________________________________________ to use or disclose to:

Hamilton Dermatology dba

Atlanta Dermatology, Vein & Research Center, LLC
11800 Atlantis Place
Alpharetta, GA  30022
770-360-8881 / fax 770-255-2533
the following individually identifiable health information:

(Specifically describe the information to be released, such as date(s) 
of service, level of detail to be released, origin of information, etc)

______________________________________________________________

______________________________________________________________

______________________________________________________________

I authorize the use of a telefax or photocopy of this form for the release or disclosure of the information described above.

This authorization will expire on ______________________.  I understand that this authorization, except for action already taken, may be voided by me at any time.  
Printed Patient’s Name:  _______________________________
Date of Birth:  ______________

Signature of Patient or Legal Guardian:  _______________________
Date:  ______________
Relationship to patient:  __________________________________________________________
