
MEDICAL RECORDS RELEASE 
 

 

This letter authorizes _____________________________________________ 

 

To release the records of: 

 

 

_______________________________________________________________ 

Name/Date of Birth 

 

 

________________________________________________________________ 

Address 

 

 

________________________________________________________________ 

Phone 

 

 

To: 

 

Steven B. Dood, MD, LLC 

140 South River Road 

Waterville, OH  43566 

Phone: (419) 878-8513 

Fax: (419) 878-8515 

 

 

________________________________________________________________ 

Date 

 

 

________________________________________________________________

Signature 

 

 

________________________________________________________________ 

Witness 


