THUNDERBIRD
FOOTCARE

Podiatric Medicine & Surgery

Kathleen M. Stone, D.RM.
Teisha L. Chiarelli, D.PM.

REQUEST FOR RELEASE OF MEDICAL RECORDS

FROM:

Physician’s Name:

Address:

City, State, Zip code:

I HEREBY REQUEST THAT MY RECORDS BE RELEASED TO:

Physician’s Name:

Address:

City, State, Zip code:

PATIENT’S INFORMATION

Patient’s Name:

Birth Date:

Social Security #:

Address:

City, State, Zip code:

Patient Signature:

Guardian Signature;

Power of Attorney:

Date Signed:

5605 West Eugie Avenue | Suite 102 | Glendale, AZ 85304 | 602-547-2111 | 602-547-0473 Fax

FORM 08 07102




