
Patient Name and Date of Birth are required.

Please check one of the two choices:
Check this if you are sending your records to your new doctor.
Check this if you are sending your records to yourself.

Please provide your full address and phone number.

Please provide the name of the Drexel practice you would like your records from. This is required.

Please provide the name and address of who and where you want your records to be sent to.
This is required.

Please let us know why you want your records.

Please give the dates of when you visited the Drexel Medicine practice.

Please choose how you would like to receive your records. Choose “Fax” or  “Copy/Mail” or “Telephone.”

Please tell us what information to share.
You must choose “include” or “do not include” for each of the four lines. These are required.



Please note: This request expires on date below, a period of time not to go over one (1) year.

If you are NOT the patient, but represent the patient, please fill in these two (2) lines.

Print the name of the patient. This is required.

Patient signs and dates form. This is required.

Patient Name and Date of Birth are required.
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