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 Telephone (757) 962-6262                        David T. Waddell, MD, AAFP, ABFM 
 Facsimile (757) 962-1185        1856 Colonial Medical Court, Suite A 
 www.waddellfamilymedicine.com          Virginia Beach, VA 23454 
 

Authorization for release of protected health information 

______________________________________________________________________ 
Releasing Physician’s name Physician’s name Physician’s name Physician’s name    

Address:______________________________________________________________ 

______________________________________________________________________ 

I HEREBY REQUEST THAT MY MEDICAL RECORDS BE RELEASED TO: 

waddell family medicine, pc  _________________________________  
david t. waddell, MD    _________________________________   
1856 Colonial Medical Court, Suite A  _________________________________ 
Virginia Beach, VA   23454    _________________________________ 
Telephone: 757-962-6262            telephone:_____________________ 
Facsimile: 757-962-1185    facsimile:______________________ 

Choose one: 

Please include my complete medical record. 
or 

Please include the problem list, medication list, immunization record and 
all labs and other test results for the past two years.**(RECOMMENDED)** 

or 
Please include: _____________________________________________________________________ 
 
Patient’s name:______________________________________________________________________ 

Date of Birth:___________________social security number__________________________ 

Address:_____________________________________________________________________________ 

_______________________________________________________________________________________ 

Telephone number: _________________________________________________________________ 

_____________________________________________________________Date:____________________ 
Signature of patient or guardian 

*This authorization is valid for 12 months from the date above. you may cancel this  --
request with written notification at any time. 
 
*Your prior physician or their agent may charge you a copying fee. 
 
*This authorization is voluntary and the ability to obtain treatment will not be 
affected if you do not sign this form. 
 


