MEDICAL RECORDS RELEASE
Hill Center for Dermatology, PC
17560 S. Golden Rd., Suite 100
Golden, CO 80401

303-526-1117
303-278-0611 (fax)

I, , hereby authorize

Hill Center for Dermatology, PC to release my medical records to:

Printed name of patient:

Date of birth:

Patient or Parent/Guardian Signature

Date:

Expiration Date:

koo PRIVILEGED OR CONFIDENTIAL INFORMATIQN stk ke xk
This fax and any files transmitted with it may contain PRIVILEGED or CONFIDENTIAL
information and may be read or used only by the intended recipient. If you are not the intended
recipient, any use, dissemination, distribution, forwarding, printing or coping of this fax is
strictly prohibited. If you have received this fax in error, please immediately purge it and notify
the sender by reply by fax or contact the sender at the phone number listed.



