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Record Release 

 

Name of Patient                                         Date of Birth 

 

 

 

 

Please mark the box of the type of records you are requesting: 

  ALL Medical Records     Billing Records    Other: (Please specify) ___________________________ 

Reason for requesting records:   

  Transferring to Georgetown Pediatrics      Transferring to Adult Doctor      

  Moving    Not Satisfied: Transferring out (Please Specify Reason) ___________________

Becoming a Georgetown Patient? 
If transferring to Georgetown Pediatrics, please provide previous PCP information to request medical records 

from: 

Name of Practice ____________________________________Phone #___________________Fax#_______________ 

Address _____________________________________ City ____________________ State______ Zip____________ 

Transferring out or a Georgetown record request: 
I authorize Georgetown Pediatrics to release my medical records as requested above. I understand there will be 

a $25.00 record fee for each child listed, for a complete copy of medical records.  I understand that I may be 
given a copy of my child(s) immunizations (3231) and/or hearing and vision (3300) at no charge. Please be 
advised a signature is required for ALL records requested. If you are 18 years or older you must sign for your 
own records.  

How would you like them delivered?  

  Fax: _____________________ (charts over 50 pages cannot be faxed) 

  I would like to pick up the records at:       Dunwoody        Cumming        Johns Creek         Alpharetta 

  I would prefer to have my records mailed to the following address: ____________________________________ 

 _________________________________________________________________________________________________ 

Signature: (Valid Driver’s License will be requested from parent or guardian BEFORE release of any medical records) 

________________________________________________    ___________________________________________ 
Signature of Parent/Guardian or Patient (18 or older)             Date                 completed by: (Georgetown Employee Signature)        Date 
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