Mouhanad Freih MD FACC FSCAI
16392 Coastal Hwy
Lewes, De 19971
Phone 302-703-9743

Medical Information release form
(HIPAA release form)

Date:

Patient Name: Date of birth:

I authorize the release of information including the diagnosis, records, examination rendered to me
and claims information. The information may be released to:

e Spouse Phone #
° Child(Ren) Phone #
o . Phone #
e Other Phone #
Signed Date:

Witness: Date:




