MARJORIE B. MCKNIGHT, M.D., P.C.

Rachel Cohen, D.O.
Laura Eleazar, P.N.P

Pediatric and Adolescent Medicine

106 Irving Street NW

Suite 2300

Washington, DC 20010

(202) 291-6257

(202) 726-4926 fax

I _________________, ________________ of  _________________ hereby request the 
             (Name)


(Relation to Patient)

(Patient’s Name)
Release of information from Marjorie B. McKnight, M.D., PC, please send TO:
Name/Facility: ______________________________________________

Address: ___________________________________________________


   ___________________________________________________

Phone Number: _________________   Fax Number: ________________


Patient Name:_________________________________


Date of Birth:_________________________________


___ Complete Medical Record


___ Immunization Record

        
___ Laboratory Reports

       
___ X-ray/Scan Reports

Fees for Copying Medical Records:
A charge of $1 per page(Total cost determined once documents compiled). All balances on account including cost of records, must be paid before your records can be released.

Patient Authorization

I understand that I may be charged the fees shown above for the copying of my medical records. I authorize Marjorie B. McKnight, MD, PC to release my medical records as specified above.  This request will remain in effect for one year from the date the Authorization is signed.

Contact Marjorie B. McKnight, MD, PC office manager if you have any questions 

Thank You.

_______________________________



_______________



Signature






Date

