Alamo Heights Pediatrics
1919 Oakwell Farms Pkwy, Ste. 257
San Antonio, Tx 78218
Phone: (210)930-8400   Fax: (210)930-8402


Medical Record Release

Childs Name:_______________________________________________________________________________________    
Date of Birth:________________________________   Phone Number: ________________________________________
Home Address: _____________________________________________________________________________________

Select One: _______ Complete Record   _______ Other (specify) _____________________________________________



I authorize the release of my child’s records from Alamo Heights Pediatrics to:

Clinic or Persons Name: ______________________________________________________________________________
Address: __________________________________________________________________________________________
Phone Number: ____________________________________ Fax Number: _____________________________________


Reason for Records Being Sent: ________________________________________________________________________

__________________________________________________________________________________________________


This authorization covers all patient care and any documents pertaining thereto. I do understand that the office transferring the medical records has 15 days to comply with this request and that this consent shall automatically expire 120 days from the date set forth below. The patient can revoke this authorization in writing any time prior to the expiration date. I also understand that a fee for preparing and furnishing this information may be charged according to the rules set forth by the Texas State Board of Medical Examiners.


_______________________________________________      ________________________________________________
Signature of Parent/Legal Guardian			        Relationship to Patient


_______________________________________________      ________________________________________________
Witness						                       Date
