

May 18, 2020

[image: image1.png]=» PARK CITIES

¢ ALLERGY & ASTHMA





MEDICAL RECORDS REQUEST 
Patient Name: ________________________________________    D.O.B: ____________ 

By signing this form, I authorize ______________________________________________ 
                                                                   (Physician/Facility name) 

to release confidential health information about me by releasing a copy of my medical records to Park Cities Allergy and Asthma. 

Phone: _______________________   Fax: _________________________
Please send any visit notes, labs, or/and imaging results.

Release my protected health information to the following person / entity:

Park Cities Allergy & Asthma Vinita Schroeder, MD 

4119 Lomo Alto Drive Dallas, TX 75219 

Phone: 214-559-0202 Fax: 214-559-0221

Print name:___________________________        Date: ___________________
Patient Signature:______________________________________
              (Parent, guardian, or legal representative)
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