
PATIENT MEDICAL RECORDS REQUEST FORM 

Patient name: ______________________________              DOB:_____________ 

Address: __________________________________              Phone:____________ 

I authorize (establishment): ___________________              Phone:____________ 

Address: __________________________________ 

To release the PHI (Protected Health Information) of above named patient to:  

 

Allergy, Asthma & Sinus Center, P.A. 

401 Keisler Drive, Ste. 201, Cary NC 27518 

Phone: 919-859-5966 

Fax: 919-859-4993 

 

For the following reason(s): 

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________ 

 

The PHI should contain: 

 The full health record 

 The health record for the following time frame: _________ through ________ 

 A specific section of the health record: ________________________________ 

 

 

I understand that this request may be revoked at any time in wiritng to the 

Allergy, Asthma & Sinus Center, P.A. 

 

Signature of patient: ___________________________________ Date: ___________ 

Signature of Authorized Personal Representative: ____________________________ 

Relationship to Patient: _________________________________________________ 


