Martha B Boone,mMmD LLC

Board Certified Urologist

AUTHORIZATION TO RELEASE MEDICAL RECORDS
PLEASE FAX TO 404-705-8314

Dear Dr. Martha B. Boone,

This letter will authorize you to provide a copyrmy complete medical record to the following
person:

Name:

Address:

Patient’s Name:

SS# DOB

Signature of Patient

Date

Release of M edical Records
Martha B. Boone, MD LLC charges fees as designlayeithe State of Georgia for medical records copyimarges,
including the cost of supplies, labor, and postage.

Please follow these stepsto ensure the successful and timely completion of your medical records:

» Complete the Authorization to Release Medical Résdtorm or submit a written request.

* Please allow 10 business days for completion.

* Please remember, the request will be completed aéigeceive your payment. We encourage you to gufmuar
request as soon as possible

« If you have been sent to Dr. Boone by another mieysj she will send a “summary letter” of your ctrehat doctor.

 Dr. Boone is available to speak to any doctor gtieme (unless she is out-of-town, or in surgeryyattany emergency

condition that you might have.

 As a courtesy, we will fax your records without ii&to you referral doctor, one time after the ddtservice. If you

require your records to go to more than your refedoctor, then processing fees will apply.

Suite 120 Phone: 404.705.8366
5445 Meridian Mark Road Fax: 404.705.8314
Atlanta, Georgia 30342 Website: www.femaleurologist.com



