
Request for Release of Medical Records

Patient’s Name: _____________________________________________________
			Last				First			MI
DOB: ______________________________
Address: ___________________________________________________________
City: ______________________	State: _______ 	Zip Code: ____________
Phone:  (     ) ____________________
I hereby give consent for the release of medical records pertaining to my child or specific care held by:
Physician/Clinic Name: _______________________________________________
Address: ___________________________________________________________
City: ________________		State: ______		Zip Code: _______
Phone: (      ) _____________________		Fax: (       ) _________________
Please Mail or Fax Medical Records to:
Fareeda Adeeb, M.D.
275 O’Connor Drive, Suite B
San Jose, CA 95128
PH: (408) 279-8798
Fax: (408) 279-8777


_____________________________			_________________________
Signature of Parent or Guardian						Date





