
 

 

 

Medical Records Request  

Patient’s Name:_____________ _____________________________ 

DOB: _________________ 

Physician/Facility Releasing Records:  

Bel Air Center for Plastic & Hand Surgery 

2012 S. Tollgate Road Suite 100 

Bel Air, MD 21015 

Release Records To: 

 Patient.  Will pick up on ________________________________ 

 Call patient when complete, phone: ____________________ 

 Send Records to: __________________________________ 

o Address:  ___________________________________ 

      ___________________________________ 

      ___________________________________ 

 

o Fax#  ______________________    Attn: _______________________ 

 

Records to Release: 

____    Entire Record 

____    Records Related to: ________________________________________________________ 

 ________________________________________________________________________ 

 

____________________________________    Date: ___________________ 

Patient or Legal Guardian Signature 


