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                    Anitha Dhar, MD

      537 Stonecrest Pkwy Suite 100

                                                                         Smyrna, TN 37167

                                                                             Phone: (615) 625-7777

                                                                          Fax: (615) 625-7700

I, ________________________ give my permission to do the following:

Please check all that apply:

____ _ Release of Medical Records to Myself

_____ Release of Medical Records to a Family Member
             Family Member Name___________________________________________________________

_____ Release of my Medical Records to Dhar Family Medicine From:

             Facility Name:__________________________________________________________________

                                      __________________________________________________________________

              Phone: _______________________________ Fax: ____________________________________

_____ Release of my Medical Records to another facility

             Facility Name: __________________________________________________________________
             Phone: _______________________________  Fax: ____________________________________

_____ HIV & STD Testing

In compliance with State and Federal Statutes, I understand that HIV or any STD test results will be given to me in person, but ONLY upon my return to Dhar Family Medicine. Results will NOT be delivered by telephone, mail, or email under any circumstances.

_______________________________                                          ____________________________

Patient Name                                                                                      Date of Birth

_______________________________                                         _____________________________

Patient Signature                                                                                Social Security Number

_______________________________                                         _____________________________

Witness Signature




Date

