
 
 

 

Medical Records Release 
 
 

I hereby authorize Affiliated Dermatologists, S.C. to release my medical records to: 
 
 
 

___________________________________________________________________________ 

Doctor or Facility 
 
 
 

___________________________________________________________________________ 

Street Address or Fax Number 
 
 
 

___________________________________________________________________________ 

City, State, Zip Code 
 

 
 

___________________________________________________________________________ 

Patient Name         D.O.B. 
 
 
 

___________________________________________________________________________ 

Patient Signature                   Date 

 
 
 

____________________________________________________________________________ 

Witness          Date 

 
 
 

Fax Completed Form to 262-754-4940 
 


