Galaria Plastic Surgery & Dermatology, PLC
24805 Pinebrook Road, Suite 105 Chantilly, VA 20152
22895 Brambleton Plz, Suite 200, Ashburn, VA 20148

P)703-327-3173  F)703-327-1743

Record Request Authorization

Records Are To Be Retrieved FromGalaria Plastic Surgery & Dermatology, PLC
Records Are To Be Sent To:

Name of Location:

Address:

Phone Number: Fax Numbe

Patient Information:

Patient’'s Name: DOB:
Address:

Phone:

| do hereby consent and authorize you to releages®f my medical records. | understand this aightion includes
consent for the release of alcohol, drug, psydhbiadnd psychological information; any informatiaating to pregnancy,
sexually transmitted diseases, HIV Testing, AID&] any AlIDS-related syndromes. It also includesiafgrmation
concerning cancer, cancer testing, and cancertsesalgree that a copy of this release or a fakisfrelease shall be as
valid as this original. Please send copies ofetricted information as soon as possible to tlieess listed.

It may take up to 5-7 business days to process mgquest. Charts sent to other doctors offices willdsent at no charge but we
reserve the right to charge $10.00 for charts requsted for personal use.

o All Clinical Medical Records

o Specific Date: From To
0 Partial Records — Please list (e.g. pathology, phagraphs, etc.)
| prefer to have my records:o Faxedo Mailed o Picked up
Note: Charts over 20 pages will not be faxed

Patient’s Signature Date

Provider Signature Date




