
Sidney P. Smith, M.D. 
900 Mohawk St. 

Savannah, GA 31419 
(912)925-0067 

Fax: (912)927-0267 
 

REQUEST FOR RELEASE 
OF 

MEDICAL RECORDS 
 
 

To:____________________________________________ 
(Physician’s Name) 

 
 

____________________________________________________________ 
                                                                     Address 
 
 
                  _______________________      ____________________     ____________ 
                                City                                             State                               Zip 
 
 
 
                                I hereby request that my medical records be released to: 
 
 
                 ____________________________________________________________ 
                                                               (Physician’s Name) 
 
                 ____________________________________________________________ 
                                                                       Address 
 
                 _______________________       __________________      _____________ 
                            City                                            State                                      Zip 
 
                ________________________ 
                              Date 
 
 
 
                _______________________________________________________________ 
                                                                    Patient’s Signature 
 
                _______________________________________         ____________________ 
                                 Patient’s Name(Print)                                           Patient’s D.O.B. 
 



 
 
 
 
 
 
 


	REQUEST FOR RELEASE
	To:____________________________________________


