[image: ]Piedmont Pediatrics, PLC
20 Rock Pointe Lane
Warrenton, VA 20186
(540)347-5447
www.piedmontpediatrics.com

Medical Records Release Authorization from Piedmont Pediatrics, PLC
I hereby request the medical records on:
_____________________________________________ ______________________ ______________________________
Patients Name 						Date of Birth			Contact Phone #
To be released to:	 Name: _______________________________________________________________
			Address: ______________________________________________________________
			City, State, Zip: _________________________________________________________		
Reason for Request of Release: 
 Moving       Parent Request      Dissatisfaction      School        Other ___________________

 Records Requested (choose one below)			    (choose method of delivery)				
	Vaccine Record only				Patient Portal          Mail  	Parent Will Pick Up  
	Vaccine Record and last Well Visit only 		Patient Portal          Mail  	Parent Will Pick Up  
Entire Record on CD				                                Mail CD   	Parent Will Pick Up  
	Portion of Record on CD as listed below:		                                Mail CD   	Parent Will Pick Up  
	
	

Prepayment of $10.00 for records to be placed on a CD.  Please be advised it can take up to 14 business days to process this request and unless otherwise noted above you are responsible for picking up at Piedmont Pediatrics. We will hold the records up to 30 days, after that, payment and request will need to be resubmitted.


____________________________________________________		___________________________________
Signature of Patient or Legal Guardian					Relationship to Patient

____________________________________________________		___________________________________
Printed Name of Patient or Legal Guardian				Date of Request

OFFICE USE ONLY
CD:   _______________________									__________
Amount paid with request      									Staff Initials				
[image: ]                   Piedmont Pediatrics, PLC
20 Rock Pointe Lane
Warrenton, VA 20186
(540)347-9900
www.piedmontpediatrics.com


Medical Records Release Authorization

I hereby request the medical records on:
_____________________________________________ ______________________ ___________________________
Patients Name 						Date of Birth			Contact Phone #
To be released from:	 OFFICE USE ONLY
Faxed:        Mailed: 

Date: _______________

Initials: _____________

Facility Name: __________________________________________________________
Address: ______________________________________________________________
City, State, Zip: _________________________________________________________
Phone: ____________________________________ Fax: _______________________

 Portions of records requested: 
				____ History & Physical 		____ Vaccine Records 		_____Entire Record
				____ Laboratory            		____ Progress Notes    
				____ Radiology/ MRI/ CT 	____ Growth Charts 
Records to be released to: 	Piedmont Pediatrics, PLC 
				20 Rock Pointe Lane 
				Warrenton, VA  20186 
				(540)347-9900 phone		(540)341-4183 fax

				
The purpose of this request: ________________________________________________
(To continue medical care/moving/insurance/school/etc.)

 _________________________________________________		_________________________________
Signature of Patient or Legal Guardian					Relationship to Patient

_________________________________________________		_________________________________
Printed Name of Patient or Legal Guardian				Date of Request
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