
 

 
 
 
 
 

 
MEDICAL RECORDS RELEASE 

 
 
Patient’s Name: _______________________________ 
 
Date of Birth:  _______________________________ 
 
Social Security #: _______________________________ 
 
 
 
Please release all of my medical records to Dr. Amos O. Dare of Palm Beach Brain & Spine. 
Either fax or mail the records to the following: 
 

1397 Medical Park Blvd. 
Suite 400 

Wellington, FL 33414 
TEL: (561) 844-0120 
FAX: (561) 844-0570 

 
Thank you for your cooperation. 
 
 
 
 
______________________________                  _________________________ 
      Patient’s Name (Printed)                                                Date 
 
 
X_____________________________                _________________________ 
               Patient Signature                                                 Witness 
 


