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STREETERVILLE PEDIATRICS, S.C. 
233 EAST ERIE, SUITE 304 

CHICAGO, IL  60611 
312-280-1480 FAX 312-280-1485 

 
 

RELEASE OF MEDICAL RECORDS AUTHORIZATION 
 

Today’s  Date: _____________________ 
 
Patient’s Name:  1.__________________________________________________    Date of Birth: ______________ 

                           2.__________________________________________________                           _______________ 

                           3.__________________________________________________                           _______________ 

                           4.__________________________________________________                           _______________ 

 
I authorize Streeterville Pediatrics to release my child’s/children’s medical records: 
 
☐ Complete Medical Records  ☐ Vaccine Record Only  ☐ Other (specify):_________________________________ 

☐ I will pick up records, or  ☐ send to the address below : 

Name _________________________________________________________________________________ 
 

Address_______________________________________________________________________________ 
 

City, State, Zip__________________________________________________________________________ 
 
 
Will you be permanently leaving the practice? 

☐ Yes (records will be archived)  
☐ No (reason): ☐ Need Additional set for another MD   

  ☐ Temporary Transfer  

☐ Other:  ______________________________________________________________________ 
 
 
If you are leaving the practice permanently, reason for Records Transfer: 

☐ Moving out of Area   ☐ Age of Patient     ☐ Insurance Change                                                                 

☐ Other Reason (please specify): __________________________________________________________________  
  
 
Records will be provided in portable document form (pdf) on cd-rom.  Record copying fees are based on the amount 
of copying required.  Upon receipt of this fee it may take up to 14 days for the records to be sent. 
 
________________________________________________   ___________________________  ______________ 
Signature of Parent / Legal Guardian                                       Telephone                Date 


