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Jeff M. Williams, MD
                                             Debbie Turman
Asif M. Qadri, MD
                                                                                       Practice Manager
Aja S. McCutchen, MD                                                                                                                       Patricia Davis



                                     Clinical Manager

MEDICAL RECORDS RELEASE

Date: _______________________

To: 
______________________________________________________________



______________________________________________________________

Office Number: _____________________
   Fax Number: ____________________
I hereby authorize you to release my records to: 

Athens Gastroenterology Association, PC

3320 Old Jefferson Road.  Bldg 400, Athens, Georgia 30607

Office Number: _____________________ 
    Fax Number: ___________________ 
Any information including the diagnosis and records of any treatment or examination 
-rendered to me from  ________________________ to  ________________________ .
____________________________________

Print Name

____________________________________

Signature

____________________________________

Date of Birth

_________________________________

Witness
_________________________________

Date
	Main Office
	
	
	
	

	3320 Old Jefferson Road, Building 400
	314 North Broad Street, Suite 350
	868 Michael Etchison Rd
	930 Franklin Springs
	2850 Hog Moutain Rd

	Athens, Ga 30607
	Winder, Ga 30680
	Suite A
	Suite A
	Suite 101

	706-613-1625
	770-307-4464
	Monroe, Ga 30655
	Royston, Ga 30662
	Dacula, Ga 30019

	(706) 613-1629 fax
	(770) 307-4466 fax
	(770) 266-0412
	(706) 613-1625
	(770) 266-0412



