
 
 
 
 
 
 
 
 
 
 
 
 
DATE: _______________________ 

 
 
TO: ________________________________            Patient Name: ________________________ 

 
      ________________________________        Date of Birth: _________________________ 
    
      ________________________________ 

 
       

Our practice is presently providing medical services to the above named 
patient.  Please submit copies of any clinical notes, discharge 
summaries, operative notes, laboratory, pathology and/or 
radiology reports on file in your office.  Thank you for your prompt 
assistance.  

    
Alan M. Fixelle, M.D.                                  Eugene H. Hirsh, M.D.         

 

MEDICAL RECORDS RELEASE AUTHORIZATION 
 
I,________________________________________, Date of Birth___________________ 

authorize the release of any medical information, including information related to 

psychiatric care, drug and alcohol abuse and HIV/AIDS confidential information, 

necessary to process insurance claims or any medical information that is needed for any 

utilization review or quality assurance activities.  I understand that this information is of 

a confidential nature and that the insurance carrier may review these documents. 

 

________________________________________  ___________ 
Signature of Person Giving Consent      Date 
 
Relationship [if not patient]: ____________________ 

Patient unable to sign due to: ________________________________________ 
 
 
               This document expires one year from the date signed. 

 

 

      
Gastroenterology Consultants, P.C.    

                              Specialists in Digestive and Liver Diseases  
 

                                                   Alan M. Fixelle, M.D., F.A.C.G. 
Eugene H. Hirsh, M.D., F.A.C.G. 


