
 

 

 

     

   

    Date _________________ 

    I give ____________________________
                                            physician/hospital 

    permission to release information 

    related  to the care of 

    _________________________________
              patient  

                To College Manor. 

    

    Signed ___________________________
                        patient/family member/guardian  

College Manor Extended Family Assisted Living
300 West Seminary Avenue
Lutherville, MD 21093-5395
Tel 410-252-0440
Fax 410-561-5095
cmr@collegemanor.com


