
 

 

 

I, _____________________________________ hereby authorize the release of my child(s) medical 
records. Please send the records to the following address: 

 

 

 

 

I understand that by signing this I am no longer a patient at Premier Pediatrics. _________ (initial) 

 

Signature________________________________________ 

 

Child’s Name(s)________________________________________ 

________________________________________ 

________________________________________ 

Date________________________________________ 


