
Michael F. Sarosdy, M.D. 
South Texas Urology & Urologic Oncology, P.A. 

4499 Medical Dr., Suite 218 
San Antonio, TX  78229 
(210) 615-3899 phone 

(210) 615-3803 fax 
 
 
TO: 
 
Doctor/Hospital: _____________________________________________________ 
 
Address:  _____________________________________________________ 
 
City/State/Zip: _____________________________________________________ 
 
 
I hereby authorize and request you to release to Michael F. Sarosdy, M.D. at the 
address/fax listed above, the following medical information: 
 
[  ] Complete records   [  ]   Urological related records 
 
[  ] X-rays     [  ] CT & MRI Scans 
 
[  ] Ultrasound    [  ] Nuclear Scans 
 
[  ] Biopsy results   [  ] Pathological slides 
 
[  ] All of the above   [  ] Labs/Progress notes (3 most recent) 
 
Note: Special dates of interest _________________ to ___________________ 
 
          --------------------------------------------------------------------------------------------------- 
 
I understand that my express consent is required to release any health care information relating 
to testing, diagnosis, and/or treatment for HIV (AIDS virus), sexually transmitted diseases, 
psychiatric disorders or mental health or drug or alcohol use.  If I have been tested, diagnosed 
or treated for HIV (AIDS virus), sexually transmitted diseases, psychiatric disorders or mental 
health or drug or alcohol use, you are specifically authorized to release all health care 
information pertaining to such diagnosis, testing or treatment. 
 
Patient Name_______________________________________________________ 
 
SS#__________________________________Date of Birth___________________ 
 
Address ________________________________________________________ 
 
City, St Zip ________________________________________________________ 
 
 
Signature________________________________________Date_______________ 
     


