
REQUEST FOR RELEASE OF MEDICAL RECORDS 
 
 

TO:____________________________________________________________________ 
(PHYSICIAN’S NAME) 

 
 

ADDRESS 
 
 
 CITY     STATE    ZIP 
 
 
 
I hereby request that my medical records be released to: 
 
 
 

(PHYSICIAN’S NAME) 
 
 

ADDRESS 
 
 
 CITY     STATE    ZIP 
 
 
 
    PATIENT’S SIGNATURE 
 
 
_________________________________________ 
   DATE 
 
 
_________________________________________ 
   SSN # 
 
 
 
 
    
      628 W. Innes Street 
      Salisbury, NC 28144 
      (704) 637-8040 
      (704) 637-2746 (Fax) 
      Janice@pro-med.org 


