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Patient Records Access Request Form

		I hereby request/allow a copy of my medical record as detailed below
			___   Full medical record held by this office
			___  Medical record  for the period__________through__________
			___  X-Rays : From Dr Paczewski via email/fax/paper
			___  A specific portion/section of the record as follows:__________
			         ___________________________________________________
Without your permission we are not allowed to submit your x-rays to another medical professional or yourself.  

Patient’s Name: __________________________________________
Name: __________________________________________________
Relationship: _____________________________________________
Signature: _______________________________________________
Date: ___________________________________________________
			





image1.jpeg




