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Medical Records Request

TO. Name (fill in the same name in the space below)

Street

City / Zip

Fax

Re: Pt. Name

DOB

The above patient is under the care of Bambini Pediatrics. Please forward the following information as soon as
possible:

[ ] Immunizations, growth chart, and last six pages of progress notes

[ ] Complete medical record

[ ] Labs (specify: )
[] X-ray reports (specify: )
[ ] Other (specify: )
|:| Time period:
| hereby authorize to furnish the above requested information contained in my

child’s medical record to Bambini Pediatrics.

(signature, parent or guardian) (date)

207 Washington Street, Suite #103  Poughkeepsie, NY 12601
Voice: 845/249-2510 Fax: 845/249-2505 Online: www.bambini-peds.com
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