
 

 
 

PPATIENT ATIENT RREQUESTEQUEST  FFOROR  TTREATMENT REATMENT RRELEASEELEASE  
 
 
DATE OF REQUEST:       
 
PATIENT NAME:          DOB:     
 
PATIENT ADDRESS:              
 
                
 
TELEPHONE:      (Home)           (Cell) 
 
 
I would like to request release from pain management treatment from Athens Spine Center physicians.  I understand that I 
will have to have a new referral if I wish to return under the care of Athens Spine Center physicians. 
 
REASON:               
                
                
                
                
 
I request a copy of my medical records forwarded to : 
 
Physician Name:              
Address:               
                
Telephone:     (Office)            (Fax) 
             
 
                
Witness     Date   Signature of Patient    Date 
 
       
Signature of Physician    Date         

William H. Megdal, M.D. 
Benjamin E. McCurdy, M.D. 
855 King Avenue  
Athens, Georgia  30606  
(706) 425‐2400 Phone  
(706) 425‐2410 Fax 

 


