
 
Medical Records Release Form 

 
 
 
I,        give authorization to: 
 
Maia U. Chakerian, M.D. to release medical records to: 
 
             
             
             
(Name of referring physician ) 
 
 
Signature________________________________________Date____________________ 



Medical Records Release Form 
 
 
 
 
 
 
I,        give authorization to: 
 
 
             
 
 
 
 
To release medical records to: 
 
Maia U. Chakerian, M.D. 
14601 S. Bascom Ave., Ste. 240 
Los Gatos, CA  95032 
(408) 356-0503 
Fax (408) 356-4704 
 
 
 
Signature________________________________________Date____________________ 


