Physicians
Hematology & Oncology
Thomas A. Alberico, MD
Cristina S. Alencar, MD
Burton F. Alexander, IIl, MD
Daniel M. Atienza, MD
Bruce W. Booth, MD

Celeste T. Bremer, MD, FACP
David Z. Chang, MD, PhD, FACP
Paul R. Conkling, MD

Scott J. Cross, MD

Snehal A. Damle, MD
Michael A. Danso, MD
Mark T. Fleming, MD

Edward R. George, MD, FACP
Ranjit K. Goudar, MD
Elizabeth A. Harden, MD, FACP
John R. Howard, Jr,, DO
John F. Kessler, MD, FACP
Boon C. Kok, MD

Scott Kruger, MD, FACP
Michael E. Lee, MD

John Q. A. Mattern, Il, DO
Dean S. McGaughey, IIl, MD
Sowjanya Naga, MD

John C. Paschold, MD, FACP
David M. Powell, MD
Christina W. Prillaman, MD, FACP
Gauri V. Radkar, DO

S. George Saman, MD
Cynthia C. Sile, MD

Valiant D. Tan, MD

Ligeng Tian, MD, PhD

Gynecologic Oncology
Michael E. McCollum, MD, FACOG
Stacey J. Rogers, MD, FACOG
Robert C. Squatrito, MD, FACOG

Radiation Oncology
Victor Archie, MD, MBA
Heather A. Jones, MD
Song K. Kang, MD
Michael L. Miller, DO
Janete M. Mills, MD
James A. Wassum, MD

Southside Locations
5900 Lake Wright Dr.
Norfolk, VA 23502

(757) 466.8683

FAX (757) 466.8892
Central Business Office
(757) 213.5700

FAX (757) 213.5701

1950 Glenn Mitchell Dr.,, Ste. 102
Virginia Beach, VA 23456

(757) 368.0437

FAX (757) 368.0492

5838 Harbour View Blvd., Ste. 105
Suffolk, VA 23435

(757) 484.0215

FAX (757) 484.6792

102 Fairview Dr,, Ste. E
Franklin, VA 23851
(757) 569.9709

FAX (757) 569.6102

725 Volvo Parkway, Ste. 200
Chesapeake, VA 23320
(757) 549.4403

FAX (757) 549.4332

2790 Godwin Blvd., Ste. 101
Suffolk, VA 23434

(757) 539.0670

FAX (757) 539.1062

Peninsula Locations
1051 Loftis Blvd., Ste. 100
Newport News, VA 23606
(757) 873.9400

FAX (757) 873.9420

3000 Coliseum Dr., Ste. 104
Hampton, VA 23666

(757) 827.9400

FAX (757) 827.9320

500 Sentara Cir., Ste. 203
Williamsburg, VA 23188
(757) 229.2236

FAX (757) 221.0409

North Carolina Locations
1503 B North Road St.
Elizabeth City, NC 27909

(252) 331.2044

FAX (252) 331.1909

5200 North Coatan Hwy., Ste. 9
Kitty Hawk, NC 27949

(252) 255.6122

FAX (252) 255.6069

QCP

‘QOPI Certification Program

Ouality Cancer Care: Recannizina Fcellonce

Virginia
Oncology Associates

VirginiaCancer.com

Date:

RECORDS REQUEST RELEASE FORM

I hereby authorize and request that you release my medical records to:

For treatment relating to:

I understand that my records may contain information regarding drug, alcohol, psychological, or
psychiatric conditions and communicable diseases, which are protected by federal law and cannot
be disclosed without written consent, unless otherwise approved in the federal regulations. I also
understand that I may revoke this consent at anytime and that in any event this consent expires
automatically as described below. My signature also means that I have read this form and/or have
had it read to me and explained in a language that I can understand. This release will expire in six
(6) months.

LAST NAME (PRINTED) FIRST MIDDLE INITIAL
BIRTHDATE SOCIAL SECURITY NUMBER
PATIENTS SIGNATURE (GUARDIAN) WITNESS

DATE PHYSICIAN REQUESTING INFORMATION
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