(CK L-QSQT' Cenfer 101 Gaither Drive, Mount Laurel, NJ 08054

. \\‘(S KINCARE

Augusta Professional Center,

856 S. White Horse Pike, Suite 6, Hammonton, NJ 08037

RECORDS RELEASE AUTHORIZATION

| ( Patient Name), , Date of birth (Patient),
hereby request and authorize you to release all information concerning my
treatment in your office to the following physician:

Doctor’s Name

Address
Phone #
Fax #
O All records during the period through
O All records

Thank you for your cooperation in this matter.

Signature of Patient Date

Signature of Parent, Guardian, or Personal Representative Date

Print Name of Parent, Guardian, or Personal Representative Relationship to Patient

856.810.9888 ;h
856.810.0889 £
sjskincare.com

into @ sjsl’einc.ﬂe,com



