YELENA SOKOLOVA, MD

3567 Shore Parkway, 2nd Floor

Brooklyn, NY 11235
Phone: (718) 648-8877

Fax: (718) 648-4647

RECORDS RELEASE AUTHORIZATION









Date ___________________


To:
__________________________________



__________________________________


__________________________________

I hereby authorize the release of any and all medical records as requested by Yelena Sokolova, MD on my behalf. Please forward all such records to:

Yelena Sokolova, MD

3567 Shore Pkwy, 2nd Floor

Brooklyn, NY 11235

Thank you for your cooperation.

Patient’s Name:
____________________________________________



Address:

____________________________________________




____________________________________________

Date of Birth: 

_______________________ 

Social Security No.:  
XXX-XX- ______________

Patient’s Signature :       ___________________________________
