Gurvinder Shaheed, M.D.

NORTHCAL Vijay Suhag, M.D.

4 HEMATOLOGY ONCOLOGY nc

RECORDS RELEASE FORM

Date:

To:

I hereby authorize you to release to:
Gurvinder Shaheed, M.D. / Vijay Suhag, MD
Northcal Hematology Oncology inc.

Any information including the diagnosis and records of my treatment or
examination.

Patient Name:

Signature: Date of Birth:

Relationship to Patient:

11795 Education St, # 220 2295 Fieldstone Dr, # 140
AUBURN, CA 95602 LINCOLN, CA 95648
Ph: 530-888-9907 Ph: 916-543-9907
Fax: 530-888-9903 Fax: 916-543-9906
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