
 
 

Pediatrics 
 

I, _________________________, hereby authorize the release of my child(s) medical 
records. Please send the records to the following address: 
 
________________________________________________________________________ 
 
_______________________________________________________________________. 
 
 
I understand by signing this I am no longer a patient of the above practice.______ 
 

Signature___________________________ 
 

Child’s Name(s)______________________ 
 

___________________________________ 
 

___________________________________ 
 

  Date________________________________ 


