
 
 
 
 
 
 
 
 
 
 
 
 

 
 

   
 

Permission Letter 
 
 

I, _________________________________, give / deny permission for 
 

Doctors’ Pediatric, P.C., to discuss my medical information with: 
 
 

 
 
Relationship to Patient: _________________________________________ 

 
 

 
Date: __________________ 

 
 

Patient Signature: _____________________________________________ 
 
 

Patient Cell Phone : ____________________________ 
 
Patient Email : _________________________________ 
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Sarojini C. Kurra, M.D., F.A.A.P.                DOCTORS’ HOUSE 
Amy D. Agoglia, M.D., F.A.A.P.                         55 Danbury Road 
Melanie G. Mier, M.D., F.A.A.P.                           Wilton, CT 0689 
Meredith M. Renda, M.D., F.A.A.P.               (203) 762-3363 
Christine M. Macken, M.D., F.A.A.P.                            
Rebecca L. LePage, M.D., F.A.A.P.                        Ten South Street, Suite 206 
Lourdes Maisonet, M.D., F.A.A.P.                                                                                                   Ridgefield, CT 06897 
Ashley Scholhamer, M.D.                          (203) 431-3363 
Rachel Herold, M.D.                                                                                                            
                                                   
       
 

 


