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Authorization to Request Records From Previous Practice

For patients transferring care to Grove Pediatrics

For new patients transferring care to Grove Pediatrics. This form authorizes your child's previous pediatric
practice to send their medical records to us.

Patient Full Name: Date of Birth:

Previous Practice Information

Practice/Physician Name: Phone:

Address: Fax (if applicable):

Records Requested

[ ] Immunization records [ ] Growth charts [ ] Lab/test results [ ] Full chart [ ] Other:

Signature (Parent/Guardian): Date:

Printed Name: Relationship to Patient:
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