
REQUEST FOR RELEASE
OF

MEDICAL RECORDS

To: ________________________
Physician’s Name (print)

___________________________
Mailing Address

______________ ______ ______
City        State              Zip

I hereby request that my medical records be released to:

From:  ____________________________
Physician’s Name (print)

__________________________________
Mailing Address

__________________________________
City                                                State             Zip

_________________

Date

_______________________________________________

Patient’s Name (printed)

______________________________
Date of Birth

_______________________________________________

Signature of Patient or Guardian

Form 411/01-04
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