Pediatric Associates of Franklin

570 Bakers Bridge Avenue, Franklin, TN 37067

RELEASE OF SPECIFIC ITEMS FROM THE MEDICAL RECORD AUTHORIZATION FORM

As parent or legal guardian of the following child, I hereby authorize Pediatric Associates of Franklin to release to me the following information from my child’s medical record.  I authorize that this specific information be released regarding my child’s physical or mental condition.  I also understand that this release is only for the items mentioned on this form and that the release is valid for one year from the date signed and if the entire medical record is to be released or transferred that a separate medical records release is required.

_______ Immunization Record _____ Camp Form _____ Sports Physical Form

_______ Preschool Form _______ Kindergarten or Above Form ______Other __________________________________________________________________

Please Check Doctor:

Meneely    ____   Brooks _____ Chambers ______ Carr ______

Townsend ____   Couden _____ Hood ______

Child’s Name: ________________________________________________________

Date of Birth: ______________________ 

Parent or Legal Guardian’s Name: ______________________________________

Address: ____________________________________________________________

City: ________________________State:____________Zip:___________________

Parent’s Signature__________________________ Date: ____________________

Parent’s Home Phone: ______________ Cell: ___________ Work: ____________

Please indicate preference:

 __________Pick Up (Please allow 24-48 hours)

 __________Mail (complete self addressed envelope)

Record retrieval requested after records are placed in off site storage cost $30.00 to retrieve.  

Processed By: _________________________   Date: ___________________________

