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Hugo Higa M.D., LLC

1600 Kapiolani Blvd. e Suite 105 ¢ Honolulu e Hl e 96814
(808) 947-2020 Office (808) 947-2088 Fax

RECORDS RELEASE

Date:
To
I, the undersigned, do hereby authorize you to release
to Hugo Higa M.D., LLC.
a copy of any and all medical records of:
Name: Date of Birth

Signature:




