
Request for  
Medical Records

Patient information

Patient name:  ___________________________________________

Date of birth:  ____________________________________________

Address:  _______________________________________________

City:  _________________________ State:  _____ Zip:  _________

Phone:  ________________________________________________

Disclosing facility

Name:  _________________________________________________

Address:  _______________________________________________

City:  _________________________ State:  _____ Zip:  _________

Phone:  _______________________ Fax:  ____________________

Authorization to release

I hereby authorize and request you to release to Dr. Tien-Lan Chang / 

Dr. Austin Liu / Dr. Maura Shea of 105 Commercial Street, Malden, 

MA 02148, complete medical records of the above patient in your 

possession: 

Select one

❍ During the period of:

Date from:  __________________ to:  _____________________

❍ All medical records

Signature

Parent/Legal guardian, or patient if 18 or older:

_______________________________________________________

Today’s date:  ____________________________________________ 
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