[image: ]MEDICAL RECORDS REQUEST FORM

Patient’s Name: ______________________________________________________
Address: ___________________________________________________________
Date of Birth:________________________________________________________

I hereby authorize ________________________________________________
                                                                            Physician’s name/Practice
                                                     
                                                      ___________________________________
                                                                            Physician’s phone number

                                                        ___________________________________
                                                                       Physician’s fax number (if known)

                                                        ___________________________________
                                                                       Physician’s address (if known)

to release my medical records via MAIL/EMAIL/FAX to:

Sandhills Internal Medicine
105 Summit Centre Cir
Columbia, SC 29229
Phone 803-233-1338   Fax 803-832-1495

Signed: _________________________________________ Date:_______________

Relationship: (if other than patient) _________________________________________
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