
STAR FAMILY MEDICINE 
 

3925 Old Lee Highway 

Suite 52-C 

Fairfax, Virginia 22030 

Tel: 703-385-6070 

                                                         Fax: 703-385-6073 

 

 

 

 

I, ____________________________________  give permission to STAR FAMILY 

MEDICINE to disclose any medical information regarding myself 

to____________________________________________________. 

 

 

 

 

 

 

 

Date: ____/____/______                                  Signature:_________________________  

 

 


