
 

RECORD RELEASE FORM 

Date:_________________________ 

 

To:    _____________________________________________PHONE#______________________ 
                (Physician and/or Facility where records are located) 
 
 
I, _______________________________________, hereby authorize you to release my medical records to: 

  (Patient’s name)     PURPOSE: CONTINUITY OF CARE 

 
[ ]  Atul Agrawal, MD    [ ] Rashmi B. Dixit, MD, PhD 
[ ] Zuzana U. Foster, MD, F.A.C.P. (C)  [ ]           David W. Wu, MD, F.A.C.R. 
[ ] Anthony S. Padula, MD, F.A.C.R.  [ ] Saba M. Ziaee, MD 
 

 
Northern California Arthritis Center 

120 La Casa Via, Ste. 204 
Walnut Creek, CA  94598 

(925) 210-1050 Fax: (925) 210-1082 
 

Please send the following records: 
[ ] Current chart notes. 
[ ] X-ray/Lab  
[ ] Consult 
[ ] Other:___________________________________________ 
 
Patients Name: (Print)__________________________________________ 
 
Patient’s Signature: 
_____________________________________________________ DOB:_____________ 
 
Witness:_____________________ 
 

 

 

 


