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Medical Record Release 
 

Patient Name: Birth:         /        / 
 
I am requesting release of my medical records from: 

Physician Name: 

Phone: (       )       - 

Fax: (       )       - 

 
 

Signature: Date:         /        / 
 
 
 

PLEASE SEND ONLY LAST YEAR OF MEDICAL RECORDS 
Please include most recent Annual (regardless of date), Health Maintenance, Vaccination records, Social/Medical/Surgical History 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Confidentiality Notice: This fax is intended only for the use of the person(s) to whom it is addressed and may contain information that is 
privileged, confidential, or otherwise protected from use and disclosure under applicable law. If you are not the intended recipient, 
please be advised any use, review, copying, or distribution of this information is prohibited. If you have received this fax in error, please 
destroy this information and notify the sender by telephone or fax at the number shown above. Thank you for your compliance. 


