
 
 
 
W. Andrew Cies, M.D., F.A.C.S. 
400 Newport Center Drive, Suite 404 
Newport Beach, CA  92660 
949-640-2023   Fax 949-640-7182 
 

Records Release 
 

 
Doctor or Hospital_______________________________________________ 
 
 
Address_______________________________________________________ 
 
 
_____________________________________________________________ 
 
 
Phone(_____)_______________________Fax(_____)__________________ 
 
I HEREBY AUTHORIZE AND REQUEST YOU TO RELEASE MY RECORDS TO: 
 
 
 
Doctor or Hospital_______________________________________________ 
 
 
Address_______________________________________________________ 
 
 
_____________________________________________________________ 
 
 
Phone(_____)_______________________Fax(_____)__________________ 
 
THE COMPLETE MEDICAL RECORDS IN YOUR POSSESSION, CONCERNING MY 
ILLNESS AND/OR TREATMENT DURING THE PERIOD: 
 
 
FROM____________________________TO__________________________ 
 
 
Name/DOB_____________________________________________________ 
 
 
 
Signature______________________________________________________ 
 
 
 
Date_______________________Witness_____________________________ 


