
Record Release Request 

To Previous Doctor: ____________________________________ 

Child’s Name: _________________________________________

Date of Birth: _________________________________________ 

Parent’s Name/ Signature: ______________________________

I request to have a copy of my child’s entire medical record (including progress notes, labs, 
diagnostic studies, and any other information contained in my record) 
Released to: 

es Pediatrics 

es, F

Phone: 305- -

Fax: 305-


