PEDIATRIC CENTER AT RENAISSANCE

J) Saenz, MD e Jennifer E. Saenz, MD e JJ Saenz, Jr. MD
Joaquin Garza PA-C e Melissa Ledesma PA-C eErica Tijerina, PA-C

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

Requesting records from:

Phonett:

Fax#:

Patient's Name:

D.O.B

(Nombre de Paciente)

Patient's Name:

(Fecha de Nacimiento)

D.O.B

(Nombre de Paciente)

Please send:

CIEntire Record
[OIMental Health Record
[ILabs/X-Rays
[OMedication Hx
Climmunizations
[IBilling Records

To: Pediatric Center at Renaissance
5300 North G Street, Suite 140
McAllen, Texas 78504

(Fecha de Nacimiento)

Reason for Request:
[IMoving

[dSocial Service/Disability
CJAttorney/Legal
Cinsurance
OPersonal/Other

Office: 956-686-6100 Fax: 956-686-6115 or Email: records@mcallenpediatrics.com

Signature of Parent or Guardian:

(Firma de Papas o Tutor)

Date: Relationship to Patient:

(Fecha de Hoy)

(Relacion al Paciente)

For Office Use Only

Requested By:

Fees:

Medical Records - $25
Billing Records - $25
Affidavit - $15





