MEDICAL RECORDS RELEASE
Please forward this completed form to ALL physicians who have treated you for this, or a related condition. 

TO: 
Physician name:________________________________________ 

Address:
 ________________________________________ 

City, State, Zip: _______________________________________ 

Phone Number: _______________________________________
Fax Number: 
  _______________________________________

I hereby authorize you to release to: 

WILLIAM A. INGRAM, MD PC

18015 Oak Street, Suite B

Omaha, NE  68130

Telephone: (402)991-1975

Fax: (402)991-1974
Information from my Medical Record including:
(Check all that apply)
□ Skin Testing Sheet
□ Vial and Shot Record 
□ Information from my Medical Record during the period _____________ to ___________________. 
For the purposes of release of medical records information, a photocopy or facsimile copy of my signature may be considered as acceptable, legal and binding as my original signature. This release is valid for a period of six months from the date written below: 

By: _______________________________________________ Date: ___________________________
(Signature of patient, guardian or authorized representative)
Witness: ___________________________________ 

PATIENT INFORMATION (please print): 

Patient Name: _____________________________________________
Address: _________________________________________________
City, State, Zip:
____________________________________________
Date of Birth: ______________________________________________
Social Security Number:  _______________________________________
