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AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION
	Patient’s Name: ____________________________________
	Date of Birth: __________________

	Patient’s Name: ____________________________________
	Date of Birth: __________________

	Patient’s Name: ____________________________________
	Date of Birth: __________________

	I request and authorize 
_________________________________________________ 
_________________________________________________
_________________________________________________ 
to release healthcare information of the patients named above to:
Michelle Zeanah MD PC
EHR direct messaging: Zeanah.valantdirect.com   ***preferred***
Via CD to 406 Savannah Ave. Statesboro, GA 30458
Fax to 912-681-4379 
	[bookmark: _GoBack]


This request and authorization applies to:

First mental health/behavioral/developmental office visit, growth chart (with BMI), psychological testing results, last 3 office visits and ________________________________________________________________________________

_____________________________________________________________________________

	Please send before patient’s appointment on _______________.  Thank you!

Parent/Guardian Signature: _______________________________ Date : ________________________


	
Michelle Zeanah MD PC    406 Savannah Ave. Statesboro, GA 30458   
 	Phone: 912-489-4379    Fax: 912-681-4379
    	www.DoctorZeanah.com     manager@DoctorZeanah.com
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