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	PATIENT NAME


	DATE OF BIRTH

	SOCIAL SECURITY NUMBER


	PHONE NUMBER

	STREET ADDRESS


	CITY, STATE, ZIP



This is a request for Medical Records on the above-named patient.  Please copy any and all records on the patient and forward to ________________________________________________.
Phone #: ________________________________   Fax #: __________________________________.     

Y/N – I would like my records for Life/Health Insurance
Y/N – I would like my records to have my family review
Y/N – I would like my records for school
Y/N – I would like my medical records so I may receive a second opinion
Y/N – I would like my medical records released for a pending suit.
Y/N – I would like my medical records to switch doctors
		*If switching doctors, please circle the reason or write it in
			Ο	Moving
			Ο	Does not take my insurance
			Ο	Unhappy with office (front desk)
			Ο	Unhappy with Physician
			Ο	Other:  _______________________________________________
			
Patient Authorization:
	I, ____________________ give permission to Madison Medical and Sports Rehabilitation center to release my medical records to ________________________________________________.   I have an upcoming appointment with this doctor on ______________________________________.


________________________________		 		____________________  
	        Patient Signature						       Date

Thank you in advance for your prompt response!  
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MEDICAL SPORTS & WELLNESS

Heal Faster. Live Stronger.





