5455 WILSHIRE BLVD. SUITE 1904

LOS ANGELES, CA 90036

TEL: (323) 525-3377 FAX: (323) 525-3376
www.chaivf.com

MEDICAL RELEASE

REQUEST FOR RELEASE OF MEDICAL RECORDS, DIAGNOSIS, HISTORY, MEDICAL INFORMATION, X-RAYS,
ULTRASOUNDS, LABORATORY TESTING, AND PAST MEDICAL HISTORY

| HEREBY REQUEST THAT CHA FERTILITY CENTER RELEASE MY MEDICAL RECORDS TO:

PRINT PATIENT NAME: DATE OF BIRTH:

PATIENT’S ADDRESS:

CITY, STATE, ZIP CODE

PATIENT’S PHONE: PATIENT’S FAX:

MEDICAL RECORD RELEASE TO: (PLEASE CHECK)
(O pickup
(O FAXTO ABOVE FAX NUMBER
() MAILED TO ABOVE ADDRESS

O DOCTOR’S OFFICE: DOCTOR’S NAME/OFFICE:

DOCTOR’S FAX:

DOCTOR’S PHONE:

PATIENT SIGNATURE DATE
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