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MEDICAL RECORDS 


RELEASE OF INFORMATION








TO:	Round Rock Cardiology, P.A.


	Thomas C. Vinson, M.D. 


	16010 Park Valley Drive, Ste. 200


	Round Rock, TX 78681


	512-244-9944











THIS IS A WRITTEN REQUEST BY THE PATIENT TO OBTAIN A COPY OF HIS/HER  OWN MEDICAL RECORDS.  (IF PATIENT IS A MINOR MUST BE SIGNED BY LEGAL GUARDIAN.)








												








q	All records





q	All records from ___________ to ___________


		                               Month/Year                         Month/Year





q	Specific records as follows: 	____________________________________________________





	____________________________________________________











Patient Name:_____________________________ Date of Birth: __________


(Please Print)





�Patient Signature: __________________________ Date Signed: __________


