
 
AUTHORIAZATION FOR MEDICAL RECORD RELEASE 

 
Patient Information: Name:  
 DOB:  
 SSN:  
 Phone:  
 
Medical Records Requested from: Name:  
 Phone:  
 Fax:  
 

Please release my records to: Scott Greer, M.D. 
 Auburn Pediatric and Adult Medicine 
 861-A North Dean Road 
 Auburn, AL  36830 
 Phone: (334) 887-8707 
 Fax: (334) 887-8706   
 ***Please Fax if Possible*** 
 

Please Send:  Just the basics (summary, op notes, consults, H&P’s, labs, tests) 

  Immunization history & growth curves 

  Everything possible 

 
By my signature I authorize release of medical records, and for this form to be sent to 
the medical provider listed above 

    
Patient/Guardian Signature   Date   
 
 

Confidentiality Statement:  The information in this facsimile is CONFIDENTIAL and is protected under the 
Privacy Act of 1974.  It is intended for the exclusive use of the addressee identified above.  This faxed material 
must be destroyed appropriately when it is no longer required.  Anyone who receives this communication in error 
should notify the sender immediately and either destroy the faxed material, or return it by U.S. Mail to the sender’s 
address above.  If the reader of this message is not the intended recipient, please note that any dissemination, 
distribution, or copying of this communication is strictly prohibited and subject to prosecution.   

 


