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Medical Records Release Form 

Patients 18 and older 
 
 
This request is directed to the following physician: 
 
    □ Victoria Arthur, MD        □ Katharine Garnett, MD             □ Nuria Gine-Nokes, MD, MPH     
□ Jesse Lock, MD, PhD      □ Johanna Mailloux, MD      □ Bronson Terry, MD      □ Wendy Wornham, MD 
  

 

Patient Information: 

Last name: _________________________ First name: _____________________ Middle initial: _______ 

Address: _____________________________________________________________________________ 

Telephone: ___________________________________  Date of Birth: ___________________________ 

 

 

PLEASE READ CAREFULLY: 

 THE PATIENT, NOT PARENT, MUST COMPLETE AND SIGN THIS FORM. 

 WE CAN ONLY RELEASE THE MEDICAL RECORD TO THE PATIENT UNLESS PERMISSION IS GIVEN 

BELOW TO RELEASE TO ANOTHER PERSON.   

 Please complete both sides of this form. 
 

 Please allow 2-3 weeks for completion. There is a $15 fee to obtain a copy of your medical 
record. 
 
 

____________________________________________________________________________________                                                                                                                                                                                                      

 

Reason for record request: 
 

□ Changing physicians (Reason:____________________________   Effective date: ______________)       

□ Consultation/second opinion        □ Continuing care          □ Legal          □School  □Insurance  

□ Workers Compensation      □ Other:  _______________________________________ 
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I authorize Lexington Pediatrics, PC to disclose the protected health information described below.                                                                
 

 I authorize the release of my complete health record (including records relating to mental 
healthcare, communicable diseases, HIV or AIDS, and treatment of alcohol or drug abuse).  

 
OR 

 
I authorize the release of my complete health record with the exception of the following information: 

 Mental health records 
 Communicable diseases (including HIV and AIDS) 

 Alcohol/drug abuse treatment 

 Pregnancy/Sexual Activity 
 Other (please specify): _______________________________________________ 

 
 
 

 
PLEASE COMPLETE THE INFORMATION BELOW WITH THE NAME, ADDRESS AND PHONE NUMBER OF 

THE PERSON TO RECEIVE THE MEDICAL RECORD. 

o For continuity of care, our preference is to release your records directly to your new 
health care provider. You may also pick up a copy of your record or have us mail it 

home.                                                                                                                                                                   

NAME __________________________________________  TELEPHONE___________________________   

ADDRESS _____________________________________________________________________________ 

□ Either I or the above named person will pick up my record  □ Mail record to above address 
 
 
 
 
 
Patient Signature: ____________________________________  Date:________________ 
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