
 

 

 

 

 
 

 

 
 

 

 

 

 

 

    

 

 

 

 

 

Outside Medical Records Release Form 

 

Please release my child’s medical records from the office address listed below and  

forward them to the Kidz Docs at the address/fax number/email address above: 

 

     ________________________________________________ 

 

     ________________________________________________ 

 

     ________________________________________________ 

 

         

 

Patient’s Name(s): 

 

1._______________________________________________________   DOB___________________ 

 

2._______________________________________________________   DOB___________________ 

 

3._______________________________________________________   DOB___________________ 

 

4._______________________________________________________   DOB___________________ 

 

 

 

Signature________________________________________________   Date___________________ 

 

Relationship to Patient____________________________________ 

   

 

        

The Kidz Docs 
Pediatric & Adolescent Medicine 

 
1451 Belle Haven Road, Suite 110   Alexandria, VA 22307 

(703) 765-6093   (703) 765-7761 (fax) 

www.TheKidzDocs.com   email: patientinfo@thekidzdocs.com 

 

http://www.thekidzdocs.com/
http://www.thekidzdocs.com/

