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Date:_____________________ 
 
 
 
To Whom It May Concern: 
 
 
 
I, _____________________________ give permission for 

Bolingbrook Foot and Ankle Center/Dr. Ronald P. Pieroni to release 

my medical records to me. 

 
 
 
 
 
Sincerely, 
 
 
 
____________________________ 
Patient 
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