
 
KATHLEEN M. STONE, D.P.M.          TEISHA M. KUBALA, D.P.M.           

5605 WEST EUGIE AVENUE, SUITE 102 GLENDALE, AZ 85304 

Office: 602-547-2111     Fax: 602-547-0473  

REQUEST FOR RELEASE OF MEDICAL RECORDS 

FROM: 

 Physician’s Name_______________________________________________ 

 Address:_______________________________________________________ 

 Phone:________________________________Fax:_____________________ 

I HEREBY REQUEST THAT MY RECORDS BE RELEASED TO: 

 Physician’s Name:________________________________________________ 

 Address:________________________________________________________ 

 Phone:__________________________________Fax:____________________ 

PATIENT’S INFORMATION 

Name:____________________________________________D.O.B________________ 

Patient Signature:_____________________________________________________ 

Guardian Signature:_____________________________________________________ 

Power of Attorney:_______________________________________________________ 

Date Signed________________________ 


