
AOOHUJ\ & AVWKPD CHQWHU
AQLWD N. :DVDQ, MD, FAAAAI, FACAAI
6824 Elm SWreeW, SXiWe 120, McLean, VA 22101

Tel: 703-992-7065, ZZZ.noYaallerg\.com

5HOHDVH RI MHGLFDO IQIRUPDWLRQ

__________________________________________________________________________________
PaWienW Name DOB

__________________________________________________________________________________
AddreVV

__________________________________________________________________________________
CiW\, SWaWe, Zip

__________________________________
Telephone NXmber (Mobile)

I aXWhori]e Whe releaVe of m\ medical recordV Wo: (PLEASE DO NOT FILL OUT)

__________________________________________________________________________________

M\ medical recordV are Wo be releaVed from: (PLEASE DO NOT FILL OUT)

__________________________________________________________________________________
(OFFICE STAFF TO FILL OUT REQUEST)

DaWe of WreaWmenW: _______________________________ Send Yia: __________________________

Record ConWenW:______________________________________________________________________

I, Whe XnderVigned, haYe read Whe aboYe and aXWhori]e Whe VWaff of Whe diVcloVing faciliW\ named Wo diVcloVe VXch
informaWion aV herein conWained. I XnderVWand WhaW WhiV conVenW ma\ be ZiWhdraZn b\ m\Velf aW an\ Wime e[cepW
Wo Whe e[WenW WhaW Whe acWion haV been Waken in reliance Xpon iW. I acknoZledge and hereb\ conVenW WhaW Whe
releaVed informaWion ma\ conWain HIV WeVWing, HIV reVXlWV, and/or AIDS informaWion. The faciliW\ (AniWa N.
WaVan MD PLC) iV releaVed and diVcharged of an\ liabiliW\, and Whe XnderVigned Zill hold Whe faciliW\ harmleVV
for compl\ing ZiWh WhiV AXWhori]aWion for ReleaVe of Medical InformaWion.

DaWe:_______________________ RelaWionVhip of UnderVigned Wo paWienW:_______________________

SignaWXre: _______________________________________
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