
Jigar Shah, M.D., F.A.C.R                                         
5901 Colonial Drive, Suite 303 

Margate FL 33063   
Ph:   954-281-8891            
Fax: 954-375-9664     
 

 

Medical Records Release 

 

Date:_______________ 

To:_________________________________________ 

Phone:________________________    Fax: ________________________ 

 

I hereby request that my medical records be released to: 

Arthritis & Rheumatology Center of South Florida  
___________________________________________________________________ 
 

The complete medical records in your possession concerning my illness and/or 

treatment during the period from 

______________________ to ______________________.  

 

Name ___________________     Date of birth ___________________    

 

Signature ___________________    

 

Thank you in advance 

 


