
 

Authorization to Release Medical Records to Wake Internal Medicine Consultants, Inc. or its divisions 

I authorize: ________________________________________________ 
Name of company/Agency/Facility/Person 

 Address:_____________________________________________ 

 City/State/Zip:________________________________________ 

 

To release a copy of the specific health and medical information described below:  

_____________________________  ________________  ____________________ 

                Patient name          Date of birth        Last 4 digits of SSN 

Address: ______________________________________ City/State/Zip: ______________________ 

Patient Phone #: ________________________________ 

 

Consisting of: 

 
Release information to: Wake Internal Medicine Consultants, Inc.  

 

     3237 Blue Ridge Rd.       10880 Durant Rd., Ste. 100 

     Raleigh, NC 27612       Raleigh, NC 27614 

     Phone: 919-781-7500      Phone: 919-781-7500 

     Fax: 919-881-9586       Fax: 919-420-6065 

Attn: _______________________       Attn: _______________________ 

*If more than 20 pages, please mail    *If more than 20 pages, please mail 

 

For the purpose of:  

 

 


