
REQUEST FOR MEDICAL RECORDS 
Authorization to Release Medical Records to Advanced Gynecology Specialists of Augusta 

 
 
 

 
To Dr : _______________________________________  Date _______________________________ 

 _______________________________________ 

 ________________________________________ 

 ________________________________________ 

 
(Please print your name as it appears on medical records)  
 

I, _______________________________________________________  hereby request that you release a complete 

copy of my medical  records to: 

 
Dr. Paul M. Thaxton 
Advanced Gynecology Specialists of Augusta 
7013 Evans Town Center Blvd. Suite 101 
Evans, GA 30809 
706-922-4545  
 
FAX: 866-777-2246 
 
 
 
Patient Signature ___________________________________________  Date of Birth  _______________________ 

Patient Address _______________________________________________________________________ 

City, State, Zip ________________________________________________________________________ 

 
This document is intended only for the use of the individual or entity it is addressed to and may contain information that 
is privileged, confidential, and exempt from disclosure under applicable law. If any document transmitted is viewed by 
anyone other than the intended recipient or authorized agent, you are hereby notified that any dissemination, distribution 
or copying of this communication or any document associated with it is strictly prohibited. If you have received this com-
munication in error, please notify us immediately at the telephone number indicated herein and destroy all documents 
received. 


