
                                                

 

TRANSFER OF MEDICAL RECORDS 

 

Patient Name: _______________________________________________          Date of Birth: ________________      

Address: ____________________________________________________________________________________ 

Phone number: ___________________________ 

 

I request the transfer of my medical records FROM:  TO the following Physician/Clinic:  

_____________________________________________  ____________________________________________ 

Fax: _________________________________________   Fax: ________________________________________ 

Tel: _________________________________________   Tel:  ________________________________________ 

 

Send the following items:   □  Emergency Room visit 

□  Office notes     □  History and Physical 

□  Imaging/Radiology reports   □  Operative/Procedure report 

□  Lab results     □  Discharge summary 

□  Skin testing results    □  Entire medical record 

□  Immunotherapy record   □  Other ________________________________________________ 

 

 

Date: _________________________            Signature: ____________________________________________________ 


