
 

 

REQUEST FOR RELEASE OF MEDICAL RECORDS 

 

To:             

 

 

 

 

 

 

 

 

 

 

I,            hereby request

 

that my records be released to Dr.         

 

 

 

 

 

 

________________________________________________ Date     

         (Patient’s Signature) 

 

Date of Birth      S.S.#           /  /  

  

 

Please Send Attention To           

 

 

Thank You 


