CERTIFIED-AMERICAN BOARD OF ALLERGY
AND IMMUNOLOGY

Allergy &
CERTIFEDAVRIAN BONRD O NTERNAL MEDKIE 58 P
@\6> Asthma Care

CORI COPILEVITZ PASSER, M.D., FACAAI
CERTIFIED-AMERICAN BOARD OF ALLERGY www.allergycarekc.com
AND IMMUNOLOGY
CERTIFIED-AMERICAN BOARD OF INTERNAL MEDICINE (01)

CELINA C. BERNABE, D.O., FAAAAI, FACAAI g

NGUYEN P. TRAN, M.D., FAAAAI, FACAAI
CERTIFIED-AMERICAN BOARD OF ALLERGY
AND IMMUNOLOGY
CERTIFIED-AMERICAN BOARD OF INTERNAL MEDICINE (09)
CERTIFIED-AMERICAN BOARD OF PEDIATRICS (10)

SARA D. AZZAM, M.D., FAAAALI, FACAAI
CERTIFIED-AMERICAN BOARD OF ALLERGY
AND IMMUNOLOGY
CERTIFIED-AMERICAN BOARD OF INTERNAL MEDICINE (16)

10787 NALL AVE. . SUITE 200 . OVERLAND PARK, KANSAS 66211 e . (913) 491-3300 . FAX (913) 491-0904

MEDICAL RECORDS RELEASE

Patient Name:

Patient Address:

Patient Phone:
Date of Birth:

The undersigned hereby authorizes Allergy & Asthma Care, PA. to:

release records to or exchange verbal information with the following facility/person:

obtain records from or exchange verbal information with the following facility/person:

Name

Street Address

City, State, Zip

Phone Number

Fax Number

Records requested:

Reason for record request:
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(patient’s name) (patient signature) (date)
(parent or guardian) (parent/guardian signature) (date)
(witness) . (witness signature) (date)

This authorization will expire one year from date signed and may be revoked in writing by the patient or patient’s representative.
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