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	           MEDICAL RECORDS
RELEASE FORM
1326 Grove Park Dr.
Orangeburg, SC 29115
Phone: 803-888-2600
Fax: 803-888-2601



I do hereby consent and authorize Grove Park Pharmacy Medical Clinic to release copies of my medical records.

PATIENT INFORMATION
Patient Name: _____________________________________      Medical Record #: __________________
Address: ________________________________________________________________________________
City, State & Zip: __________________________________      Phone: ________________________
Date of Birth: _____________________      SSN (Last 4 Digits Only): _____________________

RECORDS REQUESTED FROM (CURRENT PROVIDER / FACILITY)
Name of Person or Facility: _____________________________________________________________
Practice Address: ______________________________________________________________________
City, State & Zip: _________________________________      Phone: ________________________
Email: ___________________________________________      Fax: ___________________________

	DATES OF SERVICE (RECORDS REQUESTED)
	FROM: ____________________   TO: ____________________

	☐ All dates available (if no dates are specified above)
	



PLEASE INCLUDE ANY SPECIALIST YOU ARE SEEING 
Specialist Name/Specialty: ________________________ Phone: ____________________ Fax: ______________________
Specialist Name/Specialty: ________________________ Phone: ___________________  Fax: ______________________

Please include records from the patient’s Primary Care Provider and any Specialists involved in their care.

RECORDS TO BE SENT TO (OUR PRACTICE)
Grove Park Pharmacy Medical Clinic
1326 Grove Park Dr.
Orangeburg, SC 29115
Phone: 803-888-2600      Fax: 803-888-2601

PLEASE SEND THE FOLLOWING RECORDS
	☐ Clinic Notes
	☐ Radiology Reports
	☐ Nurses Notes
	☐ Emergency Room

	☐ Progress Notes
	☐ Lab Reports
	☐ Operative Reports
	☐ Doctor Consults

	☐ History & Physical
	☐ Pathology Reports
	☐ EKG, EEG, EMG
	☐ Physician Orders

	☐ Discharge Summary
	☐ Urgent Care
	☐ Immunization Records
	☐ Other __________



PURPOSE OF REQUEST
	☐ Transfer of Care / Continuity of Care
	☐ Insurance
	☐ Personal

	☐ Attorney/Legal
	☐ Social Service/Disability
	☐ Other __________________


	PLEASE FAX RECORDS TO: 803-888-2601


I understand that I may revoke this authorization at any time by writing to Grove Park Pharmacy Medical Clinic, except to the extent that action has already been taken in reliance upon this authorization.

	Patient Signature:______________________________________
	Date: _________________________

	
Printed Name: _________________________________________
	



If signed by someone other than the patient, relationship: _______________________________________
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