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RELEASE OF MEDICAL INFORMATION 
 
 
 

1) I GIVE MY PERMISSION FOR THOMAS LEBEAU, D.P.M. TO OBTAIN MEDICAL 
RECORDS FROM ANOTHER PHYSICIAN AS DEEMED NECESSARY FOR MY CARE 
AND TREATMENT. 

 
2) I give my permission for THOMAS LEBEAU, D.P.M. and/or staff to speak with 

and/or release my medical records to:   
 
 
Name: __________________________________ Relation: _______________ 
 
Name: __________________________________ Relation: _______________ 
 
Name: __________________________________ Relation: _______________ 
 
Name: __________________________________ Relation: _______________ 
 
 
 
__________________________________________________________ 
Patient’s Name (PLEASE PRINT)  
 
 
 
______________________________________ ____________________ 
Signature       Date   

 


