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Records Release Form

Date of Request:

Last Name: First Name:
Address:
City: State: Zip Code:
Date of Birth: Social Security Number:
Medical records needed for date of service to

| hereby authorize and request that you release all of my medical records to:

If needed by specific date, please identify:

Patient Signature Date

4454 N. Decatur Blvd - Las Vegas, NV 89130
Office Main (702) 839-1203 Fax Main (702) 839-1301
Visit us online @ www.CPRNLV.com



