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AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
Each Patient MUST Have a Separate Release Form 

Today’s Date: ______________________        Reason for Request: ________________________________________________
Patient’s Legal Name: __________________________________________     DOB: ______ / ______ / ______
Patient’s Address: ____________________________________________________________________________________________
Phone Number: ______________________   ☐ Mother ☐ Father ☐ Self (18+) ☐ Legal Guardian ☐ Other: ____________
I hereby RELEASE and AUTHORIZE ALL Pediatrics to release the medical records of the dependent listed (or self if over 18) including diagnosis, treatment, prognosis, recommendations, and other data pertinent to treatment, to the location listed below. I affirm I am legally authorized to make decisions for this child.

Signature: ____________________________________________     Print Name: ____________________________________________
☐ Summary Paper Copy (includes immunizations, growth chart, summary history; additional info $25)

FOR RELEASE OF HIV / DRUG / ALCOHOL / PSYCHIATRIC INFO — Additional Signature Required. If the patient is over 18 years of age, the patient must sign!

Signature: ____________________________________________     Print Name: ____________________________________________

Please allow 10–15 business days for processing.
☐ MAIL RECORDS:  ☐ Alexandria ☐ Lorton ☐ Lake Ridge          PICK UP: ☐ Alexandria ☐ Lorton ☐ Lake Ridge
We only mail records to the parent’s home address or another doctor’s office.

Mail records to:
Name: __________________________________________________________________________________________
Street Address: _________________________________________________________________________________
City: _________________________  State: _________  Zip: ___________________

Email or fax completed form to: medicalrecords@allpeds.com or 703‑499‑9670
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