MILLER

SCHOOL OF MEDICINE
UNIVERSITY OF MIAMI

Department of Orthopaedics
Release of Information Form

I, , give permission to Dr. Sean P. Scully and his
staff to send copies of my office visits, surgery, pathology, and diagnostic testing to the
following physicians:

PCP:
Address:

Address:

Phone:
Fax:

Spc #3:
Address:

Signature: Date:

Witness: Date:




