
 
 
 
 
 
 
 
I hereby authorize __________________________________________ 
 
                                ___________________________________________ 
 
                                ___________________________________________ 
 
                                ___________________________________________ 
 
To release my medical records to: 
                               NASHVILLE ENDOSCOPY CENTER 
                            300-20TH AVENUE NORTH  
                            8TH FLOOR 
                            NASHVILLE, TN  37203 
 
Patient’s name_______________________________________________ 
 
date of birth__________________________ 
 
SSN_________________________________ 
 
Address______________________________________________________ 
 
Date last seen:_________________________________________________ 
 
Signature_____________________________________________________ 
                   (parent, if minor)                                                                                   date  


