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Authonzation forRelease of Medical Recoxrds
to Dr. Pulapaka’s Office

Patient'sname:

Date of bith:

So cial Se c urity Number:

IThereby autho rize

(Name ofdoctor/office/hospital/imaging/labs/etc)

to release the BELIOW medicalinformation from my personalmedicalrecordsto Deland Foot
and Ieg CentGI(descn'be,geneIa]ly, the information desired to be released, ie progressnotes, labs, X-Iays,etc)Z

Igive my pemmission forthismedicalinformation to be used forthe following purpose -
patient evaluation.

Date

Patie nt Signa ture

Dr. Jenneffer Pulapaka, DPM, AACFAS
Podiatric Surgeon

k844 North Stone Street, Suite 208 ¢ Deland, FL 32720 ¢~ Phone/Fax: 386.738.3733/
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