
ROBERT G. COOPER, MD, FACS 

505 South Poplar Street 

SEYMOUR, IN 47274 
(812) 524-0505 

Fax (812) 524- 0515 

 

 

REQUEST FOR RELEASE OF MEDICAL RECORDS 

 

 
TO: ___________________________________________________ 

(PHYSICIAN’S NAME) 

 

_______________________________________________________ 

ADDRESS 

 

_____________________________   __________   _____________ 

CITY       STATE           ZIP 

 

 

I hereby request that my medical records be released to: 

 

_________________________________________________________ 

   (Physician’s Name) 

 

__________________________________________________________ 

   ADDRESS 

 

__________________________      ___________     ________________ 

   CITY    STATE       ZIP  

 

   ____________________ 

          DATE 

 

 

 

 

 _____________________________________ 

  Patient’s Signature 


