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Request for Release of Medical Records from Georgetown Pediatrics
416 Pirkle Ferry Rd., Suite J300
Cumming, GA 30040 
Email: gtownpedsfd@gmail.com
Phone: 770.889.9142    Fax: 770-889-7151

I hereby authorize Georgetown Pediatrics, P.C. to release the records of:
*Please do not edit form.  Print it out and complete it*
Patient’s Name:_____________________________________________________DOB:_______________________
Patient’s Name:_____________________________________________________DOB:_______________________
Patient’s Name:_____________________________________________________DOB:_______________________
Patient’s Name:_____________________________________________________DOB:_______________________
Patient’s Name:_____________________________________________________DOB:_______________________
Patient’s Name:_____________________________________________________DOB:_______________________

Patient Home Address: _____________________________________________	Phone: _____________________________________

	                              _____________________________________________	Email: ______________________________________


PLEASE CHECK WHICH TYPE OF RECORDS YOU ARE REQUESTING

· Basics – No charge (includes: immunizations and growth chart) 					Pick up or email
· Basic Plus - $25 /1st child, $20/ea. additional child (includes: immunizations, last check-up,	Pick up only
 growth chart, Summary/ Demographics if applicable, and any ADHD/Specialist Info.) 					 
· Complete Chart - $35/1st child, $30/ea. additional child (includes: all available records) 	Pick up only
Prior to picking up records, you need:

*A valid photo ID, of the legal guardian/ patient (18yrs/+) who signed this release, is required for the release of medical records.		

*All records fees must be paid prior to any records being released.

*All outstanding account balances must be paid IN FULL before release of  records.

________________________________________			_____________________________		
Signature of Legal Guardian/ Patient (18yrs/+)                                  		 Date


________________________________________			_____________________________		
Signature of person picking up records		                                  		 Date


__________________
Initials of employee
		For records pick up
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