MELISSA KINDER M.D., LLC
Hand and Reconstructive Surgery Northwest
10121 SE Sunnyside Rd, Suite 235
Clackamas, OR 97015
Phone (503) 498-8190
Fax (503) 305-7425

Medical Records Release Form


Patient Name: __________________________________________________________________________
Date of Birth: ________/_______/__________
Address: ________________________________________________________________________________
  	    ________________________________________________________________________________
Telephone Number (_______) ____________ - _______________________
Please release my medical records to Melissa Kinder, MD
Please fax records to (503) 305-7425
Records from:
Provider Name: _____________________________________________________________________________________
Provider Address: ________________________________________________________________________________
  	    	         ________________________________________________________________________________
Provider Telephone Number (_______) ____________ - _______________________
Provider Fax Number (_______) ____________ - _______________________

Please release all records, including but not limited to, progress notes, operative notes, laboratory test results, diagnostic tests, and x-rays.  I hereby authorize the release of my medical records as provided above.



_________________________________________________________________________  Date: ______/______/_________
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