
 

Patient Medical Records Transfer and Release Form 

Patient Name: ____________________ Date requested ___________________ 

Address: ________________________________________________________ 

Phone: _____________   Date of Birth: ________________ SS#____________ 

If child, parent’s name(s):___________________________________________ 

Records to be released to: __________________________________________ 

Address: ________________________________________________________ 

Phone:______________________________   Fax:_______________________ 

Reason for release of records: _______________________________________ 

________________________________________________________________ 

Note: There will be a charge of $.50 per page to mail or fax with a minimum 
charge of $5.00. 
 
I authorized the Asthma & Allergy Center to release medical records to  

___________________________________ with the understanding that there 

will be a charge of $.50 per page or a minimum of $5.00. 

________________________________________________________________ 
Signature of patient or Guardian         Date                             Witness 
 
Date medical records sent: _____________________   Sender: _____________ 
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