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o fﬂ : B CoEr Thomas F. Wright, MD FACP FACPh RVT
ot : ' A ' Lakeview Medical Group
% “ ) Tl oy AT 1630 Market Center Bivd, Suite 201
m 4 Wl | ”\] RERY | : | O'Fallon, MO 63368

PH: 636-397-4012 FX: 636-278-1670

FAX

Date: 03!!1 ‘?-07-4“
To:  Total Lipedera Cae
Fax: 310" ?‘4?"6‘70‘3

From: Saralaposa

Pages: _ 2 (Including Cover Sheet)
RE:

Patient; jtcpmtuf,_m&&[ﬁﬂd_ pos: _ 0% "‘f"/ 195

Please see the attached signed medical records release, Requested records may be faxed to

(636) 278-1670 with ATTENTION: Sara Laposa or e-mailed to Saralaposa@WrightVein.org.

Thank you,

Sara Laposa | Laser Lipo & Veln Center
1630 Market Center Drive

Suite 201

O'Fallon, MO 63368

Phone: (636) 397-4012 ext. 20

Fax: (636) 278-1670

E-mail: Saral.aposa@WrightVein.org

Confidentinlity Notlce: The information contalned in or attached to this message may be privileged,
confidential and protected from disclosure. If the reader of this message s not the intended reciplent,
employée or agent responsible for communication, review of this information is strictly prohibited. If you have
received this communication In error, please notlfy us immedi(ately by replylng to this fax,

Thank you - Lakeview Medical Group Inc,
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AUTHORIZATION FOR MEDICAL RECORDS

l, S‘\'@_er" % K@‘F’IGIG{ hereby authorize:

(Patient Name)

:I;v":iec:ianICIlnlchacllltv T'D‘I'al Li ! Cdl’@“ Dr Karen ngb 9)[-
ana . Jdime STHar¥Z

Address:

TUCSEN AZ + Eev&ry g, (A
Phone Number: 30 BFL~ S4=-
Fax Number; A0 - H3-59n8

Ta release all of my medical records to Dr. Thomas Wright, MD including: EKG, lab, ultrasound,
x-ray reports, diagnostic testing results, consultation and specialist notes, office visit notes,
immunization records, and uniess specifically specified, Information regarding alcohol, drug, or
substance abuse, mental health matters, and information regarding HIV/AIDS testing and/or

treatment.
Patlent Name: ﬂ‘qjuﬁl@ Hendriy Brikefieid
Patient DOB: OFH1F[14(2

From Date: Argt DoS Through Date:  Preger~
Other Specific Instructions and/or Restrictions: R,equﬂ?hﬂ&] consult di’d

s, diagoostio Jecting,, -breat e oies fromy

Patient Signature: ;/%@/A.M x/ / Date: < -/ ( *Z,¢
Witness: Date:
\




