CHARLOTTESVILLE DERMATOLOGY, PLC
600 Peter Jefferson Pkwy Ste 230
Charlottesville, VA 22911
Tel: 434-984-2400	Fax 434-984-1147
Medical Records Release
Please send my records to:					Please send my records from:
Doctor/Release to Patient:						Doctor:  _____________________________
_________________________________
Address: __________________________				Address: ____________________________
__________________________________				___________________________________
Phone: ____________________________				Phone: _____________________________
Fax: _______________________________				Fax: ________________________________
	Complete Medical Record					Biopsy Report(s)
	Lab Report(s)						Office Notes
	Surgical Procedures					Allergy Testing/Treatments
				Other ______________________________
Please check one:
	For dates of service _____/_____/_____to _____/_____/_____
	For all dates of service
Please check one:
	Mail my records
	Fax my records
	I will pick my records up
Additional Comments: __________________________________________________________________________
I understand that there may be a reasonable medical records copying fee as permissible by State Law.
Patient’s Signature: _________________________________________Date: _______________________________
Printed Name: _________________________________________________Date of Birth: ____________________
Patient’s Address: ______________________________________________________________________________
_____________________________________________________________________________________
Patient’s Phone Number: ____________________________________
