
Re: Medical Records  

I, _______________________________________________, DOB, ______________________  

give permission to Saleeby and Wessels Proctology to release my medical records to me or my  

physicians:  

Name:________________________________________________________________________  

Address:______________________________________________________________________  

______________________________________________________________________________  

Telephone: ____________________________________________________________________  

Fax:__________________________________________________________________________  

Patient Signature:__________________________________ Date: ________________________  

Witness _______________________________________________________________________ 


