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Authorization for Release of Medical Records

To: _________________________________________________________


Physician’s Name or Medical Practice

_____________________________________________________________
Fax Number or Address

This is to certify that I am today requesting without any prior individual solicitation from Family Medicine, Geriatrics & Wellness the complete transfer of my medical records to: 

Family Medicine, Geriatrics & Wellness

Phone:215-540-4411

714 N Bethlehem Pike, Ste 101

Lower Gwynedd, PA 19002

SECURE HEALTH RECORDS FAX: 215-646-7492

or 215-540-4415

Thank you in advance for transferring my medical records, I understand if there is a fee involved, I as the patient will incur that fee. 

FROM: ___________________________________ DOB______________



Patient Name

SIGNATURE: ______________________________DATE_____________




Patient Signature
PATIENT ADDRESS:__________________________________________




        __________________________________________
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