Rajiv Malik, M.D.
Samir V. Kubba, M.D.
Dennis A. Hilliard, M.D.

RELEASE TO FAMILY / FRIENDS

PATIENT’S NAME:

To maintain Privacy, Confidentially and Protection of health information and to comply

with the Federal H.LP.A.A. law, I give my permission to Inland Hematology Oncology
Medical Group’s physicians and employees to release my personal information to my
, spouse and/or spokesperson for family and friends to:

NAME

RELATIONSHIP INITIAL & DATE

Patient’s signature

Date:

oﬂCOLOC)»
s\ /%
Established 1978 5 ’9
= ~
(40 1-C East Highland Ave., San Bernardino, CA 92404-3875 (909) 886-6806 Fax (909) 883-8132 %& 6@
&y
Q >
4/5'71\“ . ’)$\
MEDICAL INFORMATION

'\

I'I7Z0U0Y



