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   TO: ____________________                              DATE: _______________

   ATTN: __________________                              Pages: ______________
                                                                             (includes cover sheet)

     The Information contained in this facsimile transmission is legally privileged and confidential information

     intended only for the individual or entity named above. This information has been disclosed from records

     whose confidentiality is protected by federal law.  Federal Regulations (42 CFR, Part 2) prohibits you from

     making any further disclosures without the specific written consent of the person to whom it pertains, or as

     otherwise permitted by such regulations. A general authorization for release of medical or other information

     intended recipient, you are here by notified that any dissemination is strictly prohibited. If you have received

     this transmission in error, please notify us immediately by telephone call and return the original transmission

     to us at the address below via U.S. mail.

REQUEST FOR MEDICAL RECORDS

From:  (previous physician/clinic/hospital)                
   To:
____________________________                               Wimberley Pediatrics & Adolescent

____________________________                               
        Medicine, P.A. ____________________________                               180 Joe Wimberley Blvd., Suite 102 

Ph#______________    Fax#______________              Wimberley, Texas 78676

I hereby authorize release of medical records considered pertinent for the ongoing 

medical care of the following patients:

________________________________                       _________________

              Patient Name



                      Date of Birth

_______________________________________                            ____________________

                 Patient Name                                                                   Date of Birth

_______________________________________


    ____________________


     Patient Name




           Date of Birth

Please forward the following records:
Records requested are for the purpose indicated:

_____ Complete Medical Records


__X__ Continued Medical Care

_____ Chronic illness list

_____ Immunization & growth records
       *** If less than 25 pages please fax, otherwise

_____ Other ___________________                   please mail.
Thank you for your time regarding this matter.

_____________________________________          

    _________________

Signature of Parent/Guardian or patient if 18yrs or older                                           Date






