Conejo Pain Specialists Medical Group, Inc.

Kamyar Assil, MD
Rick DeLeon, PA-C

MEDICAL RECORDS RELEASE AUTHORIZATION

Doctor’s Office, MR Facility, Hospital, etc.

To: Phone # Fax #

( Doctor’s Office,MRI Facility, Hospital)

I} ~, Date of Birth hereby
authorize and request you to release to:

[ 1 CONEJO PAIN SPECIALISTS MEDICAL GROUP, INC

3366 E. Thousand Oaks Blvd. 2" Floor. Thousand Oaks, CA 91362
Phone: 805-497-8616 | Fax: 805-496-5585

430 E. Avenida De Los Arboles, Suite 101 Thousand Oaks, CA 91360

| SAXON SURGICAL CENTER
[ J Phone: 805-241-0151 | Fax: 805-241-0111

All records for: - DOB:

In your possession concerning:

During the period from: to

Patient’s Signature Date

DISCLAIMER:

The information contained in this message is intended for the sole confidential use of the designated recipients and may contain confidential
information. If you have received this information in error, any review, dissemination, distribution or copying of this information is strictly
prohibited. If you have received this communication in error, please notify us immediately by telephone and return the original message to us by
mail or if electronic, reroute back to the sender. Thank you.



