

Date: __________________

TO: __________________________________________

       __________________________________________

       __________________________________________

       __________________________________________

RE: Patient’s name: ________________________________________

                        DOB: __________________________

       Please release the following records on the above patient:

         TO:          THE KIDS SPECIALISTS, LLC
                         Catherine T. Mauer, M.D.                                            (  Immunization Records

                         1215 Eagle’s Landing Parkway                                

                         Suite 108/109                                                              (  Patient Summary

                         Stockbridge, GA  30281

                          (678) 289-8184 -  TEL

                          (678) 565-9856 -  FAX                                               (  
  

                          PARENT’S NAME PRINTED                                                                     PARENT’S SIGNATURE

1215 Eagle’s Landing Parkway

Suites 108 & 109

Stockbridge, Georgia 30281


