
 

 

 

 

 

 

 

CONSENT TO RELEASE MEDICAL INFORMATION 

 

I, _____________________________ give consent to Dr. Norman Musewe to release medical 

      (PATIENT/GUARDIAN FULL NAME) 

 

records related to ________________________________________, 

                                            (PATIENT’S FULL NAME) 

To be sent to: 

ATTEN:___________________________________ 

ADDRESS:________________________________ 

 _________________________________________ 

PHONE #: ________________________________ 

FAX #: ___________________________________ 

 

Patient/Guardian Signature:_________________________                       Date:______________ 

Witness:________________________________________                       Date:_______________ 

                                          (OFFICIAL USE ONLY) 

 

N.B Please emailed signed and completed form to moyo@normanmusewemd.com. 

 

 

 


