
PATIENT REQUEST FOR RELEASE OF HEC MEDICAL RECORDS 
 

 

Patient: ___________________________________________ 

 

Date of Birth: ___________________ 

 

 

I hereby request Heartland Eye Consultants send my medical records to the following 

doctor/medical facility.  

 

 ____________________________ 

  Doctor’s Name  

 

 ____________________________ 

  Doctor’s Street Address 
 

 ____________________________ 

  City, State, Zip 

 

 ____________________________ 

  Telephone Number 

____________________________ 

  Fax Number 

 

 

 

Reason for request:  _______________________________________________________ 

 

 

 

____________________________         _____________________________ 

              Patient Signature       If patient is minor Parent/Guardian 

 

Date: ________________________     
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