RON J. BAHAR, M.D.

A MEDICAL CORPORATION ReCIUGSf for
SR B e SUTE 4 Medical Records
Fx 8189056610 from Dr. Bahar
To: | Dr. Bahar Date:
Attn: | Front Office Staff Fax:  (818) 905-6610
O STAT O URGENT O REGULAR
Patient’'s Name: Date of Birth:

I request and authorize  Dr. Ron Bahar, M.D.

To release healthcare information of the patient named above to:

Name:

Relation to Patient:

Method of Delivery: O Fax O Mail [0 Pick-up in office

Date you need records by:

This request and authorization applies to:

O Recent Labs O Alllabs ordered by Dr. Bahar
O Progress Notes O Endoscopy and Pathology Reports
O Imaging ordered by Dr. Bahar O Otfther:

* Note: All requests are approved by Dr. Bahar before they are sent.

Signature of parent, patient, orrepresentative Date

Relationship to Patient

OFFICE NOTES:




