
R E L E A S E  O F  I N F O R M A T I O N

I hereby grant permission to _______________________________ to disclose and deliver to _____________________________  

any and all information concerning my illness and/or treatment. 

DATE:

PATIENT:
 ____________________

 _____________________________________________

 _________________________________

_________________________________

PATIENT / GUARDIAN SIGNATURE

WITNESS SIGNATURE

R A M I N  N A D J A F I  D.P.M, MS  
114 PARK LAKE ST . ORLANDO FL . 32803
T: 407.423.9401  |  F: 407.203.4025
WWW.APGPODIATRY.COM

advanced podiatry group
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