Blue Ridge Family Physicians
Records Release

This form is to be mailed or faxed by patient, not Blue Ridge Family Physicians.
I hereby authorize (previous doctor and office)

_______________________________

_______________________________

_______________________________

To furnish my medical records to


Blue Ridge Family Physicians

2605 Blue Ridge Road, Suite 300


Raleigh, NC  27607
Patient Name: ___________________________Date:________

Date of Birth:___________________________

Address:____________________________________________

Telephone Number: ______________________

Parent’s signature or Guardian’s Signature:_____________________________________

William D. Lee, MD
Kirsten Avery, MD
Douglas I. H ammer, MD

Rebecca Steffens, MD

Jessica Rigel, PA-C  
Melissa Cuneo, PA-C

Edith Struik, PA-C
2605 Blue Ridge Road, Suite 300    
Raleigh, NC  27607   
 919-787-3448 
  Fax:  919-232-0006







