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Request

For

Release of Medical Records

From: __________________________________________________________________

Physician’s Name (Print)

Address: ________________________________________________________________

City: _____________________________ State: _____________ Zip code: ___________

I, hereby, request that my medical records be released to:

Physician’s Name: ________________________________________________________

(Please Print)

Address: ________________________________________________________________

City: ___________________________ State: ______________ Zip code: ____________

Patient’s Name: __________________________________________________________

(Please Print)

This information is needed for:

____ Continuing Care
____ Insurance
____ Personal

____ Legal

____ Other: Reason _____________________________________________________

Patient’s Signature: _____________________________________________________

Address: ________________________________________________________________

City: __________________________ State: _______________ Zip code: ____________

Birth date: _______________________ Social Security #: ________________________

Witnessed By: ______________________________

Date: __________________

I understand that you have 30 days to prepare my records for transfer.  ______________

(Patient’s Initials)

MOUNTAIN BOULEVARD*WARREN COMMONS SUITE 2*WARREN, NEW JERSEY 07059

(908) 769-9800*FAX (908) 769-8182

98 JAMES STREET*SUITE 212*EDISON, NEW JERSEY 08820

(732) 635-1100*FAX (732) 635-0918


