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  ROCKWALL OFFICE                                         FORNEY OFFICE                                      WYLIE OFFICE
   1320 Summer Lee			763 Hwy. 80, Ste. 230                           2300 FM 544, Ste. 200
Rockwall, Texas 75032                                 Forney, Texas 75216                               Wylie, Texas 75098

Phone: 972-771-5443                   www.lakesideallergyent.com                  Fax: 972-771-5444

REQUEST FOR RELEASE OF MEDICAL RECORDS

Name of Patient:________________________________  Date of Birth:____________________
			(Please Print)

Name of Parent/Guardian if Minor:_________________________________________________

RELEASE RECORDS FROM:  _______________________________________________________
				(Facility Name)

			            _______________________________________________________
				(Address)
		
			            _______________________________________________________
				(City, State, Zip Code)

			            _______________________________________________________
				(Phone)                                                                   (Fax)

SEND RECORDS TO: _____________________________________________________________
				(Facility Name)

		            _____________________________________________________________
				(Address)

                                            _____________________________________________________________
				(City, State, Zip Code)

                                            _____________________________________________________________
				(Phone)                                                                    (Fax)

_________Please release all medical records                _________Please release only the following information 

______________________________________________________________________________

___________________________________                     _________________________________
Signature of Patient/Parent or Guardian                                                 Date





