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RECORD RELEASE REQUEST
(solicitud de registros médicos)


To Dr. ______________________________________________________________________

Address: ____________________________________________________________________

Phone: ____________________________Fax: ______________________________________


[bookmark: _gjdgxs]I hereby authorize the release of my medical records. They may be transferred to:
(Por la presente autorizo la divulgación de mi historial médico. Estos pueden ser transferidos a)

[bookmark: _GoBack]E&G HEALTHCARE
209 Steinway Ave
Staten Island, NY 10314
Phone: 718-698-6700
Fax: 718-698-6710
If any question Please ask for Toni Marie D.


Patient’s Name: _________________________________________DOB: __________________
(Nombre del Paciente)							(Fecha de nacimiento)


Address: ___________________________________________________________________
(Dirección)


Records from: ______________________________________to ________________________
(Registros desde)					                          (hasta)



Patient/Parent’s Signature: ____________________________________Date: ________________
(Firma del Paciente/Padre)							        (Fecha)
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