
 

 

Absolute Dermatology and Medi Spa Medical Records Release 

Request Form 

 

Patient Name           ________________________________ 

Date of Birth             _____/________/__________ 

 

I authorize: 

Medical Organization/Physician _____________________________ 

Address ____________________________________________ 

Phone    ____________________________________ 

Fax         ____________________________________ 

 

To release all pertinent medical records to: 

Lori Honeycutt, M.D. 

1103 Cypress Creek Rd 

Cedar Park, TX. 78613 

Phone 512-257-7600         Fax 512-257-7604 

 

Patient/guardian Signature______________________________________ 

Date _____/______/____ 



 


