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AUTHORIZATION TO RELEASE MEDICALRECORDSfL"'lFORMATION 

I do hereby authorize Ozark Surgical Group to provide copies ofany and 
necessary for my treatment, to any physician or medical facility or to others that may 
treatment including, but not limited to, insurance companies, workers compensation 
Federal agencies with whom I may have applied medical assistance. 

A copy of Lhis authorization may be with same effectiveness as an original. 
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