
  

 

 

 

 

 

 

     

I hereby authorize: 
 

 
_______________________________________ 
(name) 
_______________________________________ 
(address) 
_______________________________________ 
(City/State/Zip) 
_______________________________________ 
(Phone) 
_______________________________________ 
(Fax) 

 
 To release all medical records, for continuity of care,  

in your possession to: Foot & Ankle Associates 
 
 □ 15419 Hodges Circle, #200  
  Huntersville, NC  28078 
 
 □ 143 Joe V. Knox Avenue, #100 
  Mooresville, NC  28117 
 
 □ 3220 Prosperity Church Road, #101 
  Charlotte, NC  28269  
   

Patient Name:   _______________________________________________________ 
 

Patient Address:_______________________________________________________ 
                      _______________________________________________________ 

 
Patient Phone:   __________________________ 

 
Patient DOB:    __________________________ 

 
 

Patient Signature: ____________________________________________________ 
(Parent if patient is a minor) 

 
Date:____________________________________ 

 
Witness: ___________________________________________________________ 
 

 

 


