
Request for Release Of Medical Records & Pathology Material
* URGENT *

Physician/Hospital’s Name:________________________________________________  

Address:________________________________________________________

Dates of Hospitalization: _____________ through______________________________

I Hereby Request any and all of the Following Medical Records in your possession:

 o Imaging Reports o Laboratory & Pathology Results 

 o Pathology Material o Physician Office Records

 o Hospital Records            o HIV Test Results    
              
 o Mental Health Records Protected by Lanterman-Petris -Short Act

To Be Released and Faxed To: 
Victory Hematology and Oncology, 4940 Van Nuys Blvd, Sherman Oaks, CA 91403 
Phone: (818)651-3819
Fax: (818)688-0138 

The authorization is effective now and will remain in effect until ______________(Date).

Patient Print Name __________________ Patient Signature_________________

Date of Birth_____________________Date_________________________
If not signed by patient, please indicate the relationship:
o Parent or guardian of a minor patient
o Guardian or conservator of an incompetent patient
o  Beneficiary or personal representative of a deceased patient
o Spouse or person financially responsible – where information is solely for the purpose 
of processing an application for dependent health care coverage. 

For Mental Health Records Only:

Signed: ______________________________________ Date: ________________ 
             Treating Physician

Victory Hematology and Oncology, 4940 Van Nuys Blvd, Sherman Oaks, CA 91403 818-651-3819


