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MEDICAL RECORDS 


RELEASE OF INFORMATION








To: _____________________________________________________________


       (Doctor or Hospital)





Address: ________________________________________________________





City: _________________________ State: _____ ZIP: ____________________








I hereby authorize the release of my medical records to:





Round Rock Cardiology


Thomas C. Vinson, M.D. 


16010 Park Valley Drive, Suite 200


Round Rock, TX 78681


Ph. (512) 244-9944  Fax (512) 244-9977








q	All records





q	All records from ___________ to ___________


		                               Month/Year                         Month/Year





q	Specific records as follows: 	____________________________________________________





	____________________________________________________














Patient Name:_____________________________ Date of Birth: __________


(Please Print)





�Patient Signature: __________________________ Date Signed: __________


