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MEDICAL RECORDS REQUEST LETTER 
 
 
 

Date: _____________________________ 

 

I, ___________________________________________________________________________________, 

hereby authorize ____________________________________________________________________ to  

release my medical information to Baker Audiology & Hearing Aids. Please include all my charts, test  

results, and consultation notes including referrals regarding my medical care. 

 

 

_______________________________________________________                                                               

Patient Name 

 

_______________________________________________________                                                                                         

Patient Signature/ Guardian Signature 

 

Date of Birth: ____________________________________________ 

Address: ________________________________________________ 

Phone Number: __________________________________________ 

 

 

 

 

 

 


