 Marjorie B. McKnight, M.D., p.c.
Pediatric and Adolescent Medicine

106 IRVING STREET NW

SUITE 2300

WASHINGTON, DC 20010

(202) 291-6257

(202) 726-4926 fax

To (previous physician/facility): ____________________________________________
Address: _______________________________________________________________

  
   ________________________________________________________________
Phone Number: _________________________ Fax Number: ______________________
I hereby authorize the release of the information requested below to Marjorie B. McKnight, M.D., P.C. at the address above:

PATIENT NAME: ____________________________________________________

ADDRESS: _________________________________________________________

PHONE: ___________________________________________________________

DATE OF BIRTH: ____________________________________________________


_____ Complete Medical Record


_____ Immunization Records



_____ Laboratory Reports



_____ X-ray/Scan Reports

 

_____ Hospital Records



_____ Hospital Discharge Summary

Thank You.

_________________________________________________

____________




Signature





      Date

__________________________________________________ 

____________




Witness





       Date
