
 AUTHORIZATION TO RELEASE MEDICAL RECORDS 
 TO  GWINNETT URGENT CARE 

 I, _______________________________________________authorize the following person or 
 organiza�on: 

 Name: ____________________________________________________________ 

 Street Address:  _____________________________________________________ 

 City:  _________________________ State:  ___________ Zip:  ________________ 

 Fax Number:  ________________________________________________________ 

 to mail or fax my medical records to: 

 GWINNETT URGENT CARE 

 1300 Peachtree Industrial Blvd Suite 4101 

 Suwanee, GA  30024 

 Phone:  770-831-5525  Fax:  770-831-5527 

 I understand that this informa�on will include any and ALL treatment plans, medica�on issues, history of 
 Acquired Immunodeficiency Syndrome (AIDS), sexually transmi�ed diseases, Human Immunodeficiency 
 Virus (HIV) infec�on, behavioral health/psychiatric care and evalua�ons, treatment for alcohol and/or 
 drug abuse, or similar condi�ons. 

 The following informa�on should NOT be released:  __________________________________________ 

 Pa�ent Name:  ______________________________ Date of Birth:  ______________________________ 

 Pa�ent Signature:  _____________________________________________________________________ 

 This form is valid for one year from pa�ent signature date. 


