
R A L E I GH  ENDOC R IN E  A S S O C I A T E S  
E N D O C R I N O L O G Y  D I A B E T E S  &  M E T A B O L I S M  

 

3410 Executive Drive ● Suite 205 ● Raleigh, NC 27609 
Phone: (919) 876-7692      Fax: (919) 954-3365      Referral Fax: (919) 850-9391 

 

 
Authorization to Request Medical Information 

 
I, _________________________________________DOB: ________________ hereby authorize: 
Name of Provider and/or Facility____________________________________________________ 
Address: _______________________________________________________________________ 
Phone: (__________) _____________________ Fax: (__________) _______________________ 
To release and forward my medical records, including demographic data to: 

� DENIS I. BECKER, M.D., F.A.C.E.          � ELIZABETH H. HOLT, M.D., F.A.C.E 
� COREY D. BERLIN, M.D.  � GLENN M. STALL, M.D.             � SHAWNEE D. WEIR, M.D., F.A.C.E. 

� ANGELA GLASS, M.S.N., F.N.P.-C.,        � WILBUR BARDON, P.A.-C  � JENNIFER BRIDGER, P.A.-C 

 
Patient Name: __________________________________________________________________ 
Date of Birth: ____________________________ SS#: _________________________ (optional) 
Address: _______________________________________________________________________ 
Phone: (________) ______________________  Fax: (_________) _________________________ 
Dates of service you would like released: ___________________________________________ 
The information release may include the following: 
�Clinic Notes       �Labs/Pathology     �X-Ray Reports  �ER        �Hospitalizations 
�Operative/Procedure Notes       �History/Physicals           �Urgent Care            �HIV/AIDS 
�Social Services           �Disability Discharge Summary’s            �Mental Health/Drugs/Alcohol 
�Ultrasound          �Bone Density           �Dietician Notes          �____________________________ 
 
I understand that this authorization can be revoked at any time and that it does expire one 
year from the signature date. 
 
____________________________________                             __________________________ 
Signature of Patient or Legal Guardian          Relationship to Patient 
 
____________________________________                               ___________________________ 
Print name of Patient or Legal Guardian                        Date 

 


