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 Telephone (757) 962–6262         Linda J. George, MD, Diplomate of the ABFP 

 Facsimile (757) 962–1185        1856 Colonial Medical Court, Suite A 

 www.trinitymedicalcare.com               Virginia Beach, VA 23454–3075  

 

Authorization for release of protected health informationAuthorization for release of protected health informationAuthorization for release of protected health informationAuthorization for release of protected health information    

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    
Releasing Physician’s nameReleasing Physician’s nameReleasing Physician’s nameReleasing Physician’s name    

Address:Address:Address:Address:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

I HEREBY REQUEST THAT MY MEDICAL RECORDS BE RELEASED TO:I HEREBY REQUEST THAT MY MEDICAL RECORDS BE RELEASED TO:I HEREBY REQUEST THAT MY MEDICAL RECORDS BE RELEASED TO:I HEREBY REQUEST THAT MY MEDICAL RECORDS BE RELEASED TO:    

Trinity Medical Care, PCTrinity Medical Care, PCTrinity Medical Care, PCTrinity Medical Care, PC    
Linda J. George, MDLinda J. George, MDLinda J. George, MDLinda J. George, MD    

1856185618561856 Colonial Medical Court Colonial Medical Court Colonial Medical Court Colonial Medical Court, Suite A, Suite A, Suite A, Suite A    

Virginia Beach, VA 23454Virginia Beach, VA 23454Virginia Beach, VA 23454Virginia Beach, VA 23454––––3030303075757575    

Telephone: 757Telephone: 757Telephone: 757Telephone: 757––––969696962222––––6262626262626262    

Facsimile: 757Facsimile: 757Facsimile: 757Facsimile: 757––––962962962962––––1111185185185185    

Choose one:Choose one:Choose one:Choose one:    

    

Please include my complete medical record.Please include my complete medical record.Please include my complete medical record.Please include my complete medical record.    

orororor    

Please include the problem list, medication list, immunization record andPlease include the problem list, medication list, immunization record andPlease include the problem list, medication list, immunization record andPlease include the problem list, medication list, immunization record and    

all labs and other test results for the past two years.all labs and other test results for the past two years.all labs and other test results for the past two years.all labs and other test results for the past two years.    

orororor    

Please include:Please include:Please include:Please include:    ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

    

Patient’s name:______________________________________________________________________Patient’s name:______________________________________________________________________Patient’s name:______________________________________________________________________Patient’s name:______________________________________________________________________    

Date of Birth:_______________________________________________________________________Date of Birth:_______________________________________________________________________Date of Birth:_______________________________________________________________________Date of Birth:_______________________________________________________________________    

Address:___________________Address:___________________Address:___________________Address:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

Telephone number:Telephone number:Telephone number:Telephone number:    ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________    

________________________________________________________________________________________________________________________________________Date:________________________________________________________Date:________________________________________________________Date:________________________________________________________Date:____________________    

Signature of patient or guardianSignature of patient or guardianSignature of patient or guardianSignature of patient or guardian    

This authorization is valid for 12 months from the date above. I understand that IThis authorization is valid for 12 months from the date above. I understand that IThis authorization is valid for 12 months from the date above. I understand that IThis authorization is valid for 12 months from the date above. I understand that I    

may cancel this request with written notification at any time.may cancel this request with written notification at any time.may cancel this request with written notification at any time.may cancel this request with written notification at any time.    Your doctor or Your doctor or Your doctor or Your doctor or their their their their 

representative may charge a fee for the copying of recordsrepresentative may charge a fee for the copying of recordsrepresentative may charge a fee for the copying of recordsrepresentative may charge a fee for the copying of records    


