
JUNE BARES, MD
PEDIATRICS & ADOLESCENT MEDICINE

4€,50 AMBASSAPON CEPTERY PARKWAY, SUITE 206
LAFAYETTE, LOU ISIANA 7O5O8
PnoNe: (337) 9AA-2345
FAX: (337) 984-2353

use one form for multiple patients Q$!{ if all records are being transferred to the same place'

Today's date:--
PatientName:
Patient Name:
PatientName:

Date ofBirth:
Date of Birth:
Date of Birth:

wkvnn
br.

I, the parent/legal guardian of the above chil4 am approving.the release of his/her medical records' I

*J"tia"A tftultfriinformation contained in his/hefrecords is confidential'

I hereby authlrize and grve my consent for:

I N*r"t Phone:

Address: Fax:

Please checkgll that aPPlv:

Immunization Record
-Complete Medical Record -Growth 

Chart
Other:

Release records to Dr. Bares at above mailing address or by fax'

Signature of Parent/kgal Guardian Date

Beason for Recor4s Transter:

_Moving Out of State

lnsurance Reasons

-ag" 
of Patient

Other Reason (Please sPeciS)

1


