
Medical Records Request

Patient Name:_________________________________DOB:_________________________________
Address:____________________________________________________________________________

Phone:____________________________________Email:____________________________________

Release Information to:
Name/Facility:____________________________________________ Attention:____________________

Address:_____________________________________________________________________________

Phone:________________________________________ Fax:___________________________________

Purpose of Request:□ Referral from NVA to another Provider/Facility □ Personal Records

□Second Opinion or Transfer of Care □Other____________________________________________

Information to be Released:□Office Notes□X-Ray/Radiology□ Lab/Path records□Op Notes

□Entire Chart□Other (describe)______________________________________________________

Specify date range:_____________________________

**Payment Options: Check, Cash or Credit Card**

Charges outlined will be applied for all copies released

directly to the patient. **Invoice must be paid before records

will be released.

Patient Signature:_______________________________________Date:__________________

Signature of Parent/Legal Guardian: ___________________________Date:__________________

This authorization will expire 1 year from the date appearing above. I understand that I may revoke this authorization at any time

by notifying NVA in writing.


