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RELEASE OF MEDICAL RECORDS 

 
To: _______________________________________________   Fax: ____________________________ 
                                 Physicians Name (print) 
 

Address: ____________________________________________________________________________ 

 
City: ______________________         State: ____________________     Zip Code: _________________ 

 
I hereby request my medical records to be released to 

____________________________________________. 

 
Please send only those records that contain information on 

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 

 
Patient Name:____________________________                     DOB (Date of Birth): ___/___/_____ 
 
Address: ____________________________________________________________________________ 

 
City:_____________________          State: ____________________       Zip Code: ________________ 
 

 

_______________________________                              _______________________________ 

(Patient PRINTED Name)                                                                      (Patient Signature) 
 

 

 Date: ___/ ___/ ___ 


