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                                                         Date: ____________ 
 

     Name: __________________________________ 
                                LAST                         FIRST                         MIDDLE 

      

    Date of Birth: _____ / _____ / _____ 
 

To:  ____________________________________ 
NAME 

 

________________________________________ 
ADDRESS 

 

________________________________________ 
CITY                    STATE                    ZIP 

 

__________________        __________________      
          PHONE NUMBER                                                 FAX NUMBER 

 

I hereby request that my Medical Records 

to be released to 
 

________________________________________ 
NAME 

 

 

________________________________________ 

ADDRESS 

 

_______________________________________ 
CITY                    STATE                    ZIP 

 

__________________        __________________      
          PHONE NUMBER                                                 FAX NUMBER 

 

Signature: _______________________________ 
                             PATIENT, PARENT OR GUARDIAN 

Request for Release of 

MEDICAL RECORDS 
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