
REQUEST FOR RELEASE OF MEDICAL 
RECORDS 

 
 
To: TLC Pediatric & Adolescent Medicine, P.A. 

 
     
 
 
Please forward medical records (including “PHI” as defined by HIPPA)  
to: 
 
 
 
 
 
     
○ transferring care ○ specialist appointment ○ personal use    
 
 
_____________________________________________ 
     (PRINT NAME: parent/legal guardian) 
 
_______________________________________________ __________ 
    (parent/legal guardian signature)      (date) 
 
Children:  
  Name        DOB 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
_______________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 


