
Records Request 
 

To:  _____________________________________ 
 Attn:  Records’ Department 
 
 Mailing Address: _____________________________________________ 
 
                            _____________________________________________ 
 
Patient Name: _______________________________________________ 

Pt Date of Birth____________ Pt SS# ________________________ 

Dates of Service/ Records Requested: ____________________________ 

Notes:  
 
___________________________________________________________ 
 
___________________________________________________________ 
 
___________________________________________________________ 
 

Receiving Physician 
 

Name:  ___________________________________________________ 

Practice Name: ___________________________________________________ 

Street Address: ___________________________________________________ 

City, State, Zip: ___________________________________________________ 

 
Office Phone: (        ) _________________ Fax: (          ) ___________________ 
 
 

Patient Authorization 
 
__________________________________________             __________ 
                             Patient Signature                                                Date 
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