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the de-identified medical and personal information of

to use
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Chandler Medical Center
College of Medicine

800 Rose Street

Lexington, KY 40536-0293
(859) 323-5956
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www.uky.edu

to

create and publish a case report for publication in a scientific medical journal. I understand that,

if I have additional questions or concerns, I should contact

the Department of Anesthesiology at the address listed above.
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