
 Release of Information House Call Medical Services, LLC 

Phone: 316-722-2138 

Fax: 1-833-464-2530

Patient Name: ________________________________________    DOB: ___________________ 

Previous Name: ____________________________________ Social Security #:______________ 

I request and authorize __________________________________________________ to release 

Healthcare information regarding the patient named above to: 

____House Call Medical Services, LLC 

7701 E Kellogg, Suite 490 

Wichita, KS 67207 

316-722-2138 (voice)

833-464-2530 (Fax)

This request and authorization applies to: 

____ Healthcare information relating to the following treatment, condition, or dates: ________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

____ All healthcare information 

____ Other: ____________________________________________________________________ 

____ I release any records pertaining to drug, alcohol, or mental health treatment to the 
person(s) listed above. 

Patient Signature: ______________________________________________ Date: ___________ 

Patient Representative: _________________________________________Date: ____________ 

(name of specialist/prior PCP)


