BAY AREA BREAST SURGEONS, INC.

                             Lisa Bailey, MD F.A.C.S

                                         Jon M. Greif, DO, F.A.C.S.




     Lana Louie, MD

                                         Carolyn Bernstein, RN, MSN, NP
                                         3300 Webster St. Suite 212




     Oakland, CA 94609




     510-835-9900 Fax: 510-835-9909

RECORDS RELEASE AUTHORIZATION
TO: (Doctor or Hospital) _____________________________________________________________




        _____________________________________________________________




       ______________________________________________________________

PATIENT NAME: _______________________________________________ DOB: _____________
ADDRESS: ________________________________________________________________________

PATIENT SIGNATURE: ________________________________________ DATE: ______________
                                                      (If relative, state relationship)

WITNESS: ________________________________________________________________________

________ I hereby authorize and request you to release to Bay Area Breast Surgeons, Inc. the 


        complete history and medical records in your possession, concerning my illness and/or 


        treatment during the period from ___________________ to ____________________.

________ I hereby authorize and request you to release to the above named physician the following


        x-ray films and accompanying report.



_______ Mammogran and Ultrasound 



_______ CT or Ultrasound of ____________________________________

 

_______ MRI of  ______________________________________________



_______ Other (specify) ________________________________________

Thank you for your prompt attention to this request.
