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200 South Enota Dr. Ste. 200  Gainesville, Ga 30501 Phone: (770) 534-2020   (770) 534-8025

To:
	
Doctor or Hospital

	

	
Address

By Signing This Release, I Authorize You To Obtain Records From Any Facility Listed On My Medical 
History Form.

Please Release To:

Northeast Georgia Heart Center, P.C.
200 South Enota Drive, Suite 200

Gainesville, Ga 30501
770-534-2020

	
Name

	
Date

	
Address

	
Social Security Number

	
D.O.B.

Signature_____________________________     Witness_______________________________
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