RUSSEL H. WILLIAMS, MD
9190 Kady Frwy., Ste 101
Houston, TX 77055
Te: (832) 358 — 8600
Fax: (832) 358 —0376

MEDICAL RECORDSRELEASE

Date:

Patient Name:

DOB:

SS#:

To

| Hereby Authorize You ToRelease To

y Any Information including The Diagnoss And Records Of My Treatment Or
Examination Rendered To Me During The Period
y Others specific records:

From: To:
Signature
Name

(please print)

Witness




