
REQUEST FOR MEDICAL RECORDS 
 

Patient Name:  ________________________________________________________________  

Date of Birth:  _______________________ 

Phone #:  ___________________________ 

Email Address:  ______________________________________________ 

Address:  _____________________________________________________________________ 

INFORMATION MAY BE DISCLOSED TO: 

Person/Facility:  _______________________________________________________________ 

Phone #: ___________________________ 

METHOD OF DISCLOSURE: 

Fax #:   _____________________________ 

Email Address: (please note that emailing may not be a secured method of communication) 

______________________________________________________________________________ 

INFORMATION TO BE DISCLOSED: (Check Selection) 

_____ General Medical Record(s),  

_____ Progress Notes   

_____ History and Testing 

_____ Other: (specify)___________________________________________________________ 

Client/Legal Representative Signature: ___________________________     Date: ____________ 

Printed Name:  _________________________________________________________________ 

Legal Representative’s Relationship to Patient:  _______________________________________ 

 

All requests will be filled within 30 calendar days. All records more than 25 pages will be sent 
electronically. Please provide a valid email address.  


