CONSENT FOR RELEASE OF MEDICAL INFORMATION

ENT SURGICAL GROUP
423 THIRD AVENUE, SUITE C
KINGSTON, PA 18704

PHONE NO. 570-714-3434
FAX NO. 570-714-6355

MICHAEL A. OLEGINSKI, D.O.

EUGENE E. STEC, M.D.

DATE:

| hereby authorize Dr.

Release to;

to

my

Medical history, laboratory report, X-rays and any other material regarding the medical

Consultations and treatment which | received.

SIGNED:

ADDRESS:

RE:




