[bookmark: _GoBack][image: ]Sara Welsh MD									1550 Sheridan Dr
Michele Hensley MD								Suite 102
Jennifer Miller MD									Lancaster, OH 43130
Michelle Golla MD									(740) 687-6386
										Fax (740) 687-1388

Request for Transfer of Medical Records
Please transfer the records of my child/children to:
Physician/Practice Name:_________________________________________________________
Address:______________________________________________________________________
Phone:__________________________	Fax:______________________________________

LIST CHILD/CHILDREN (full name and date of birth)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parent/Guardian Signature:________________________________________________________
Print Name:____________________________________________________________________
Relationship:___________________________________________________________________
Date:_______________________			Witness:_____________________________

Reason for Transfer:
______ family move		_______change of insurance		_______age of child
______other (please explain)______________________________________________________
Please give new address and phone number if this is for a move
____________________________________________________________________________________________________________________________________________________________
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