NORTHWEST NEPHROLOGY CLINIC

HYPERTENSION AND NEPHROLOGY

5255 Snapfinger Park Dr Ste 110 465 Winn Way Ste 201
Decatur, GA 30035 Decatur, GA 30030
Office 770-981-2211 Fax 770-981-0208 Office 404-355-1446 Fax 404-328-0226

Andrew A Dixon, M.D. Juan L. Pimentel, M.D.,FACP Arun Kumar, M.D. Aliya Saeed, M.D.

AUTHORIZATION FOR AND CONSENT TO
RELEASE INFORMATION

I, the undersigned patient/guardian, hereby authorize to

Release information listed below from the records of

The release of information to which | consent is for the purpose of

For the following dates of hospitalization or outpatient services:

I understand thisauthorization includes release of all medical records including HIV records, Psychiatric Mental
Iliness, Drug/Alcohol abuse records, Venereal Disease and any otherstatutory protected d iseases. This
authorization and consent will expire ninety (90) daysfollowing the date signed. | understand that | may revoke this
authorization and consent atany time except to the extent thataction has previously taken in reliance hereof.

Signature of Patient/Guardian Date of Signature

Relationship to Patient Signature of Witness



