RECORD RELEASE AUTHORIZATION

TO:

(Doctor’sy Noume,)

(Address; Phone #)

I hereby authorige and request yow to-release to:
AdrianaM Castro-MT.

9220 SW 72" ST
Suite 102
Miawmi, FL. 33173
Phone: (305)275-1700
Fax: (305)275-5008

The complete history and recovds inv your possessior concerning my treatment

during
The period from, to_
Nawme: - -
Address
Phone; —
Signature: -




