
    

 

To: _________________________________ 

       __________________________________ 

      __________________________________ 

This will be authority and my consent for you to release all information, history and data, 
Confidential and otherwise, which you may have pertaining to the treatment or knowledge of my 
State of health at any time to: 

All About Women, P.A. 
MAP Building II 

4735 Ogletown-Stanton Road 
Suite 2300 

Newark, DE  19713 

Patient Signature: _____________________________________ 

Patient Name: ________________________________________ 

Patient Address: ______________________________________ 

          _______________________________________ 

     _______________________________________ 

Patient SS#:__________________________________________ 

Joanne Goshow-Harris, D.O.      Helen McCullough, D.O.      A. Diane McCracken, M.D.       Dina Anderson, MSN, RNC 
Jennifer Barlow, M. D.      Christine Maynard, M.D.      Clare Szymanski, CNM, WHNP, MSN, APN 

Karen M. Earl, M.D.      Ashley August, PA-C      Molly A. Larkin, M.D.       Regina Smith, D.O.       
 Heike Kuehn, APN, MSN      Natalie Chavez, M.D.      Casey Bedder, D.O.    Michele LaMarr-Suggs, CNM   

     Patricia Ciranni, WHNP, MSN, APN.    Nancy Welch, WHNP   
                       _______________________________________________________________________________ 

Phone Number: 302.224.8400           Fax Number: 302.633.6020 
                       _______________________________________________________________________________ 

 
  

4735 Ogletown-Stanton Road * Suite 2300 * Newark, DE 19713  
4600 New Linden Hill Road * Wilmington, DE 19808  



Date: _______________________________________________ 


