FREMONT PEDIATRIC MEDICAL GROUP

43971 Boscell Road

Fremont, CA 94538

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

This authorization to release information is being requested of you to comply with the terms of the Confidentiality of Medical Information Act, Section 56 of CA. Civil Code.

Patient’s Name: __________________________________ Birthdate: ________________

Patient’s Name: __________________________________ Birthdate: ________________

Patient’s Name: __________________________________ Birthdate: ________________

I hereby authorize: 

Fremont Pediatric Medical Group and its records custodian, Underground Vaults and Storage 

To release information to: (please print)
Name Of Parent/Guardian (or patient, if over age 18):







Street Address:












City/State/ZIP:












Daytime Phone # : 



   Alternate Phone #: 






This release limits disclosure to: (Check One)    􀂅 All records    􀂅 Immunization record only

This information is required for: (Please Check One)

􀂅 Personal use

􀂅 Legal use

Name of Parent/Guardian (or patient, if over age 18):






Signature








Date: 






Please send this form to: 

Underground Vaults and Storage
3500 East Avenue #G, Hutchinson, KS  67501
Fax: 620-663-5433

Internal Use Only

Date received 




Date mailed



