RELEASE OF MEDICAL RECORDS

Name of Physician (Local):



Clinic Phone: (   ) 



Fax: 
(    )

Name of Medical Oncologists and contact number:

Clinic Phone: (    )                                    Fax: (   ) 

Name of Radiation Oncologists and contact number: 

Clinic Phone: (    )                                    Fax: (   )

Name of Surgeon and contact number:

Clinic Phone: (   )                                    Fax: (   )               


Consent to release information from the record of (This section completed by the patient):

Patient Name: __________________________________________________________

Current Address: ________________________________________________________

Phone: ________________________________________________________________

Date of Birth: ___________________________________________________________

Social Security: _________________________________________________________

Please release the following information to the cancer research nurse for clinical trial “Multi-Media Imagery Program for Breast Cancer Survivors” (2 R44 CA 117597-02A2).

· Pathology Reports

· Operative Reports – including any reconstruction reports if applicable
· History & Physical

· Radiation Records – Treatment summary including date started and date ended
· Chemotherapy Records – Treatment summary including: regimens used, start & stop dates
· Last Doctor Note – Including current medication list, including any hormonal therapies
Release the above items to:

Doctor/Facility: Cancer Research Nurse for Dr. Lyn Freeman, Mind Matters Research LLC
Phone Number:  (907) 868-7737

Fax Number:  (907) 344-4537

Address:  7926 Port Orford Drive, Anchorage, AK  99507

Patient Signature: ___________________________________Date:________________
