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Records Release 

 
 
 
Date: ___________________________ 

 
To:  ________________________________ 
 
       ________________________________ 
 
       ________________________________ 
 
 
 
I hereby authorize you to release to: 
 

Johns Creek Gastroenterology, PC 
1100 Northside Forsyth Drive 
Suite 330 
Cumming, GA 30041 

 
Any information including the diagnosis and records of any treatment or 

examination rendered to me during the period from _______________________ 

to ________________________ 

 
       ____________________________ 

         Signature 
 
__________________________    ____________________________ 
                  Witness            Name 

       
____________________________ 

                Date of Birth 
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