Request for Release of Medical Records

To: ____________________________________________________

I request that copies or summaries of the medical records of my pet(s):

_______________________________________________________________________________

Be released to:

________________________________________________________________________________

Practice Name

________________________________________________________________________________

Street Address





City


State

Zip

________________________________________________________________________________

Phone Number





Fax Number
_________________________________________________
__________________________

Signature of Owner







Date
*********************************************************************************

_________________________________________________
__________________________

Veterinarian’s Approval






Date
Request for Release of Medical Records
To: ___________________________________________________________
Date:________________
I request that copies or summaries of the medical records of my pet(s):

_______________________________________________________________________________

Be released to:

________________________________________________________________________________

Practice Name

________________________________________________________________________________

Street Address





City


State

Zip

________________________________________________________________________________

Phone Number





Fax Number
_________________________________________________
__________________________

Signature of Owner







Date
*********************************************************************************

_________________________________________________
__________________________

Veterinarian’s Approval






Date

