Pediatric Associates of Franklin

Medical Records Request Authorization

PLEASE MAIL THIS COMPLETED FORM TO YOUR CURRENT DOCTOR AND THEY WILL SEND RECORDS TO OUR OFFICE

REQUEST of Medical Records to Be Sent To Pediatric Associates of Franklin:

The following patient, parent or legal guardian has asked us to request that his or her complete medical records be released and forwarded to our office.  In order for us to fully evaluate this patient’s health and make informed decisions, the patient has approved our request of his/her complete history including any psychiatric/psychotherapy records, mental health records, HIV, and drug and alcohol treatment information reports on file.  Thank you for expediting this request.  Please send these records to our office address at 570 Bakers Bridge Avenue, Franklin, TN 37064.

Patient’s Name: _______________________________________________________

Date of Birth: _______________________Social Security_____________________

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

I hereby authorize release of or request of the above patient’s medical record.

Patient’s Signature___________________________ Date: ____________________

(Parent Signature If Patient Is a Minor)

Please mail this form directly to your current doctor’s office and they will send a copy to our office.  

* Use for Medical Records Coming to PAF from another Doctor’s Office
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