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The undersigned patient,________________________________, requests the release of 
his/her lab results to : 
 
Name: ____________________________________________ 
 
Address:___________________________________________ 
 
   ___________________________________________ 
 
He/She has elected not to review these results with Dr. Robin Leder in this office prior to 
their release. 
 
 
Said patient, _____________________________, has further been advised to review 
these results fully with a physician as soon as possible, and so further acknowledges by 
signing his/her name below. 
 
 
_____________________________                            _____________________________ 
Patient Name (Print)       Patient Signature 
 
 
_____________________________     _____________________________ 
Date         Witness Signature 
 
 


