
Medical Records Request Form

I, ___________________________________, request a copy of the following medical records for:
	(Patient/Guardian Name)
☐Myself		☐Patient: ______________________________________________________
					(Patient Name)						(Date of Birth)
				     ______________________________________________________
					(Relationship to patient)

	Service Dates
☐ All dates of Service
☐Last 30 days from date of request
☐Last 90 days from date of request
☐Last year from date of service
☐From:________ To:__________
	Information Requested
☐All Records                  ☐Radiology Reports
☐Consultation                ☐Assessments
☐ECG/EKG Reports      ☐Specify: ______________
☐Laboratory Results                        




[image: ]For Office Use Only

Date Request Received: ___/___/____

Date Request Completed: ___/___/____

Completed by: _____________________


LOCALLY OWNED AND OPERATED | OCCUPATIONAL MEDICINE | CERTIFIED URGENT CARE

1275 Sadler Way, Suite 101 | Fairbanks, Alaska  99701 | Phone: (907) 374-7911   Fax: (907) 374-7744
I would like to receive records via:

☐Mail to: ________________________________________________________________________
		Street Address
________________________________________________________________________________
City					State						Zip Code

☐Fax: ____________________		

☐Email: ____________________________________________

☐Pick up in person (*requires photo idea verification)

I, the undersigned, authorize Steese Immediate Care, LLC to release the requested medical records via the above selected means.  I understand by signing below I am authorizing the release of my Protected Health Information (PHI).  

_____________________________________				________________
Signature									Date

*Please allow for 3-5 business days for the request to be completed.
[bookmark: _GoBack]
**If you are the guardian requesting medical records, we require the requestors name to be listed on the patient’s original intake paperwork.
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