B l UNIVERSITY OF

SCHOOL OF MEDICINE
DEPARTMENT OF ORTHOPAEDICS AND REHABILITATION

INFORMATION RELEASE FORM

l, give permission to Dr. H. Thomas
Temple and his staff to send copies of my office visits, surgery, pathology and diagnostic testing
to the following physicians:

PCP
ADDRESS

TELEPHONE
FAX

PHYSICIAN
ADDRESS

TELEPHONE
FAX

PHYSICIAN
ADDRESS

TELEPHONE
FAX

PHYSICIAN
ADDRESS

TELEPHONE
FAX

Signature: Witness:

Date:

The information contained in this document may contain privileged and confidential information. It is intended only for
the use of the person(s) named above. If you are not the intended recipient, you are hereby notified that any review,
dissemination, distribution or duplication of this communication is strictly prohibited. If you are not the intended
recipient, please contact the sender and destroy all copies of the original message.




