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MEDICAL RECORDS RELEASE FORM

Patient Name: ________________________  DOB:_________  
Patient Name: ________________________  DOB:_________  
Patient Name: ________________________  DOB:_________  

By signing this form, I hereby authorize: 
Physician Name:_________________________________ 
Phone Number: _______________________ 
Fax Number:___________________________ Address:_____________________________________________________________________ to release confidential health information about my children/child. By releasing a copy of my children/child medical records via fax/mail/email to 

Valerie Fouts-Fowler, DO
Phone: 216-238-3425   Fax: 216-877-1262
www.EverKindPediatrics.com 
25200 Center Ridge Rd., Suite 2600
Westlake, Oh 44145

I understand that you will provide this information within 30 days from my receipt of request and that a fee for preparing and furnishing this information may be charged. 
Printed name: _________________________________ 
Date signed:______________________ 
Signature: ______________________________ 
Relationship to patient(s):__________________
image1.png
PEDIATRICS




