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I, __________________________________ ,  give Temecula Valley OB/GYN 

Patient Name (Please Print)

Account Number

Medical Associates permission to release CONFIDENTIAL and PERSONAL 

MEDICAL INFORMATION, EXCLUDING HIV, to the following person:

                 TTTTemecula VVVValley OB/GYN

              MMMMedical AAAAssociates, IIIInc.
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Murrieta, CA  92562

(951) 677-4748   FAX (951) 677-2926
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Lorna Laney, RNP            Nancy Ferrell, RNP            Linda Leon, RNP
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AUTHORIZATION TO RELEASE MEDICAL INFORMATION


