Peter K. Webb, PhD, M.D.

Dermatology & Cosmetic Surgery

50 S. San Mateo Dr., Ste. 350

San Mateo CA 94401

Tel: (650)342-3225

Fax: (650)342-3220

www.webbderm.com
REQUEST FOR RELEASE OF MEDICAL RECORDS

TO:
_________________________________


_________________________________


_________________________________

I hereby request that my medical records be released

to:
Peter K. Webb, M.D.


50 S. San Mateo Dr., Ste. 350


San Mateo CA 94401

_______________________________

_________________________

Signature





Date

_______________________________

_________________________

Patient’s Name




Witness

_______________________________

Patient’s SS#

_______________________________

Patient’s DOB

