
REQUEST FOR MEDICAL RECORDS TRANSFER 

 

Current Physician: 

 

 

Name 

 

Address 

 

City, State, Zip Code 

 

Phone        Fax 

 

PLEASE TRANSFER THE FOLLOWING INDICATED INFORMATION AND MEDICAL 

RECORDS CONCERNING MY CHILD’S/CHILDREN’S CARE TO THE FOLLOWING 

PHYSICIAN OFFICE: 

 

 

Physician Name 

 

Address 

 

City, State, Zip Code 

 

Phone        Fax 

 

 

Patient Name:_______________________________________ DOB:__________________ 

 

Patient Name:_______________________________________ DOB:__________________ 

 

Patient Name:_______________________________________ DOB: _________________ 

 

Patient Name:_______________________________________ DOB: _________________ 

 

 

Signature:__________________________________  Date:__________________ 

 

Relationship to Patients:___________________________________ 


