CHITRA VENKATRAMAN, M.D., P.A.

Hematology & Oncology

Records Release Authority

DATE:
TO:
ADDRESS:
CITY: STATE: ZIP:
PHONE: FAX:

I hereby authorize the release of my medical records/copies of such medical
records and request that they be released/sent to:

Print Name of Patient Signature (patient or guardian)

7300 Hanover Drive, Suite 301, Greenbelt, MD 20770
Office: 301-345-1800; Fax: 301-345-3854



