
   
Primary Care Physician:_________________________ 
FAX:__________________ 

Secondary:________________________ 

 
To Whom It May Concern: 

In an effort to comply with Meaningful Use Stage 2, my office is kindly 
requesting a list of our patient's medications. 

I authorize the release of my medication list for my ongoing care with 
Drs. Hamilton, Falb, and Dean. 
 

______________________________  ___________________  
Print       Signature  
 
 
 
_________________  ___________________  
DOB     Date


