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BALTIMORE COUNTY

4660 Wilkens Ave, Ste 206/Ste 303
Baltimore, Maryland 21229
Phone: 410-247-7500

Fax:  410-247-4227

HOWARD COUNTY

10710 Charter Drive

Suite 110

Columbia, Maryland 21044
Phone: 410-992-9797
Fax:  410-730-0942

BALTIMORE CITY
3455 Wilkens Ave, Ste 304
Baltimore, Maryland 21229
Phone: 410-646-4404
Fax:  410-525-1166

[ ]
Union Memorial Hospital
Johnston Professional Building
3333 N. Calvert St, Ste 680
Baltimore, Maryland. 21218
Phone: 410-247-7500
Fax:  410-467-7692

RESEARCH OFFICES
4660 Wilkens Ave, Ste 303
Baltimore, Maryland 21229
Phone: 410-737-0053
Fax:  410-737-8424

ADMINISTRATIVE OFFICES
4600 Wilkens Ave, Ste 101
Baltimore, Maryland 21229
Phone: 410-737-2011

Fax:  410-737-6884

BILLING OPERATIONS
4600 Wilkens Ave, Ste 105
Baltimore, Maryland 21229
Phone: 410-737-9730

Fax:  410-737-8413

AUTHORIZATION TO RELEASE MEDICAL INFORMATION TO DDA
PLEASE READ THE FORM CAREFULLY AND FILL OUT COMPLETELY

| AUTHORIZE:

Name of sending person/organization

Street Address

City State Zip Code

INFORMATION TO BE RELEASED:

Any information including the diagnosis and records of any treatment or
examination rendered to me.

RECORDS FROM THE TIME PERIOD:

to
PURPOSE OR NEED FOR DISCLOSURE
Continuity of medical care

AUTHORIZATION

I understand that this authorization shall be valid for 90 Days. | understand that
I may revoke this consent form at any time except to the extent that action has
already been taken. | understand that a reasonable fee may be charged for
duplication of records. An estimate of those charges will be provided upon
request prior to duplication.

Patient's Name (at time of treatment) Patient’s Date of Birth

Street Address

City/State/Zip Code

Daytime Phone Number (s)

Signature of Patient or Representative, if minor Date

Please forward the information to the following office location

o 4660 Wilkens Avenue, Ste. 206 o 4660 Wilkens Avenue, Ste. 303
o 10710 Charter Drive, Ste. 110 o 3333 N. Calvert Street, Ste. 680

My treatment with DDA is with Dr.




