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To:________________________________________________________________________________________________________________________________________________

I, _________________________________________, hereby request that you release to:
		(Patient’s Name)

Carolina Dermatology
Edward A. Kotz, III, M.D. • Amanda H. Wright, PA-C • Danielle S. DuBiel, PA-C
933 S. Andrews Blvd. Charleston, SC 29407
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a report of my diagnosis, treatment, prognosis, and recommendations, as well as other data pertinent to your treatment of me. 




_______________________________              __________________________________
                  Date of request				    Patient/Guardian Signature



_______________________________              __________________________________
                    Witness		   	     Patient’s Date of Birth



_______________________________              __________________________________
Date					      Patient’s Full Address
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