
 
 

 

Medical Records Release Form 
 
 
Patient Name: ____________________                               Patient DOB: ___/____/____ 
 
I, ____________________ hereby authorize and request Allergy, Asthma, and Immunology Innovations 
to send records to __________________________________.  
 
Please send the following items: 

​ Office notes 
​ Most recent 
​ 3-6 months of notes 
​ 6+ months of notes 

​ Labs 
​ Most recent labs 
​ All labs 

​ Imaging 
​ _______________________________ 

​ Other 
​ _______________________________ 

 
 
 
Patient/Guardian Signature: _____________________________                   
 
Date: ___/____/___ 
 
Witness Signature: ____________________________________ 
 

Allergy, Asthma, and Immunology Innovations                                 
Westfield Office:                                                                                       Kokomo Office: 
17600 Shamrock Blvd., Suite 1403                                                          2216 W. Alto Road                            
Westfield, IN 46074                                                                                 Kokomo, IN 46902 
Phone: 765.802.1433                                                                                 Phone: 765.802.1433 
Fax: 765.802.1434                                                                                     Fax: 765.802.1434 


