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Consent for Release of Medical Records / Information

Today’s Date: __________________

Patient Name: ________________________________________   DOB: ________________
I hereby give my permission for Dallas Podiatry Works to release/disclose my information to:

__________________________________________________________  (name of facility)

Facility Address:

Facility Phone Number:

Facility Fax Number:


	
Please release the follow information:

Progress Notes      Labs      X-rays/Imaging Reports       Other______________ 


For periods dated: _______________________




Patient Signature: ______________________________________	Date_____________ 


Parent Signature: ______________________________________	Date____________ 
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KEEPING YOU & YOUR LOVED ONES ACTIVE, MOVING & PAIN FREE.

\® Joel W..Brook DPM.FACFAS Sonia Simon DPM.AACFAS
Diplomate American Board of Foot and Ankle Surgery, Diplomate American Board of Foot and Ankle Surgery,
Dallas Certified in Foot Surgery, Reconstructive Rearfoot/Ankle Surgery Associate Member of the American College of Foot and Ankle Surgeons
PODIATRY Irene Arroyo DPM.FACFAS Kevin Oshiokpekhai DpM.AACFAS
Fellow, American College of Foot and Ankle Surgeons Diplomate American Board of Foot and Ankle Surgery,
\x/ Or S Certified in Foot Surgery Associate Member of the American College of Foot and Ankle Surgeons
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DALLAS OFFICE @ MERIT DRIVE PLANO OFFICE@ PLANO PKWY.

12221 Merit Drive 5068 W. Plano Pkwy.
Suite 280 Suite 155
Dallas, TX 75251 Plano, TX 75093

dallaspodiatryworks.com phn 972.853.7100 fax 214.774.4955 phn 972.943.3323 fax 972.943.3326




