
 
 
 

CONSENT FOR RELEASE OF MEDICAL INFORMATION 
 
1. I  hereby author ize ____________________________________________________ (originating 

institution) to release the following information from the health records of: 
 

PatientÕs Name:________________________________________________________________ 
 

Case Number:__________________________     
 

 
2. Information to be released:  

 
M icroscope Slides !            Tissue Blocks !     Reports  !   

 
 

Information to be released to:   

                                                    Raheela Ashfaq, M.D. 

                                                     Ver ipath Laborator ies 

             OncoDiagnostics Laboratory 

             2110 Research Row, Suite 210 

             Dallas, TX 75235 

             Phone: 214-645-7053   

                                                     Fax:  214-645-7020  

 

3. _____________________________ (Originating institution), its employees and officers and 
attending physician are released from legal responsibility or  liability for  the release of the 
above information to the extent indicated and author ized herein. 

 
 
Patient Signature: _____________________________________ Date:______________________ 
    

FOR LABORATORY USE ONLY:  Return completed form and mater ials to: 
  
I tems released: ____________________   Ver ipath Laborator ies 

OncoDiagnostics Lab  
Date Mailed: ______________________   2110 Research Row, Suite 210  
Mater ial Returned: Y (  )  N (  )    Dallas, Texas  75235 

Phone: 214-645-7053 
Fax: 214-645-7020 

                                                                                                           


