
 
 

AUTHORIZATION TO TRANSFER RECORDS FROM 
 

EDWARD ASSI, D.O., P.A. 
 
 

I HEREBY AUTHORIZE YOU TO TRANSFER OR MAKE AVAILABLE TO: 
 

_______________________________________________________ 
 

_______________________________________________________ 
 

_______________________________________________________ 
 
 

PLEASE PRINT 
 

PATIENT NAME____________________________________DOB______________ 
 
ADDRESS:___________________________________________________ 
 
CITY, STATE, ZIP ____________________________________________ 
 
SS# ________ - _______ - ____________ 
 
SIGN / DATE _________________________________________________ 

 
TYPE OF RECORDS REQUESTED: 

 
ALL___________  LAB______________ EKG______________ 
 
X-RAYS____________  OTHER________________ 
 
TREATMENT FROM: ______________ TO ___________________ 
 
CAUTION: CONTAINS CONFIDENTIAL HEALTH CARE INFORMATION 
 
CONFIDENTIALITY NOTICE: 
The document accompanying this facsimile transmission contains confidential information belonging to 
the sender that is legally privileged and not intended for public use.  If you are not the intended 
recipient, you are hereby notified that any disclosure, copying, distribution, or the taking of any action in 
reliance to the contents of this telecopied information is strictly prohibited.  If you have received this 
document in error, please notify us by telephone immediately. 
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