
DOUGLAS F. SMILEY, M.D., F.A.C.S. 
VINCENT A. O’DONNELL, M.D., F.A.C.S. 

TERRENCE J. FITZGIBBONS, M.D., F.A.C.S. 
WESLEY R. HEARTFIELD, M.D., F.A.C.S. 

1245 WILSHIRE BLVD. SUITE 905 
LOS ANGELES, CA 90017 

PHONE (213) 977-1211 
FAX (213) 977-0625 

 
For Office Use – Sign on X Below Only-  
DATE: 
 
 
RE: 
 
 
SOCIAL SECURITY #: 
 
 
REQUESTING PHYSICIAN: 
 
________________________________________________________________________ 
 
To Whom It May Concern: 
 
 
I, ___ __________________________________________________ authorize the 
release of the information circled below to be sent or faxed to the address shown 
above. 
 
 
   Copy of complete records 
   Copy of _________________________report 
   Mammogram Films 
   X-ray film of _________________________ 
   Other_________________________________ 
 
 
Thank you for your prompt assistance in this matter.  
 
Signature: __X____________________________________________________ 
 
THIS TRANSMISSION MAY CONTAIN CONFIDENTIAL INFORMATION,  
MEDICAL OR OTHERWISE, AND IS INTENDED SOLELY FOR THE PERSON 
OR PERSONS TO WHOM IT AS ADDRESSEED. SHOULD THIS REACH YOU 
IN ERROR, PLEASE NOTTIFY OUR OFFICE IMMEDIATELY. 



     


