
I hereby authorize the above party to release the following medical information to:

Patient Name: Date of Birth:

SSN.: Phone:

Former name (if applicable):

Date of last office visit:

Patient Signature (parent or guardian of minor) Date

Witness Signature Date

AUTHORIZATION for
RELEASE of PATIENT MEDICAL INFORMATION

THE NEW HOPE CENTER
for REPRODUCTIVE MEDICINE

ROBIN L. POE-ZEIGLER, M.D., F.A.C.O.G.
1181 First Colonial Road, Suite 100, Virginia Beach, VA 23454

Phone: (757)496-5370 . Fax: (757)481-3354


