
 

 410 Market Street, Suite 430 ● Chapel Hill, NC ● 27516  

Office (919) 967-2773 ● Fax (919) 967-2774 ● www.southernvillagepedo.com 

 
 

Patient Name:  _____________________________________________________________ 
 
Patient Address:  ___________________________________________________________ 
   Street   City  State  Zip 

 
Date of Birth: _____________ 
 
I hereby authorize DR. HARDIN to RELEASE information to: 
 

_______________________________________________________ 
   Name of doctor, hospital or dentist RECEIVING information 

  
Please mail/fax/email information to:    
 
 _______________________________________________________________ 
 Street    City   State  Zip 

 
 (____) ____________-  _____________ 

Fax number 

 
 _________________________________________ 
 Email Address 

    
Please send the following information:  ______________________________________ 
 
Covering period of care from ____________________ to ____________________ 
 
 
I understand that I may revoke this consent at any time except to the extent that action has 
already been taken on it and it will expire within 90 days from the date below. 
 
By releasing authorized information, Dr. Hardin is hereby relieved from all legal responsibility 
or liability for the release of the information described above to the extent indicated and 
authorized herein.   
 
_________________      _____________________________ 
 Date       Signature of Parent 
 
        ______________________________ 
        Name of Parent 


