
BEST KIDS CARE 

Masoud Almasi MD 
4200 S. LAKE FOREST DR. SUITE 100 

MCKINNEY, TX.  75070 

PHONE: 214-592-0356     FAX: 214504-9385 

 

Authorization To Release Medical Records  

 
I understand that my child's medical records are confidential and cannot be disclosed without my written authorization, except otherwise 

provided by law. 

I hereby voluntarily authorize the release of the following information from the medical record of: 

 

____________________________________________________________________   _________________________________________ 

Patient(s) Name(s)                            Birth date(s) 

 

The information specified below may be released to/from: 

 

_______________________________________________________________________________________________________________ 

Name of physician:  

 

Address:_____________________________________________________ _________________________City:_____________ State:______ 

  

Zip Code:____________ Telephone:____________________________________  Fax:___________________________________ 

 

Specific information to be released: (Please check all that you are requesting be released) 

_____Complete Medical Record for this Office      _______Immunization Records Only 

_____  Growth Chart Only             ________Diagnostic Testing & Results 

_____ Other (Please List)______________________________________________________________________________________ 

  

[   ] I WANT [   ] I DO NOT WANT (please check one) you to INCLUDE information  pertaining to the diagnosis and/or treatment of HIV 

testing, AIDS, psychiatric illness, and alcohol and/or chemical abuse and dependency if any. 

 

Please let us know the reason you are requesting you records: 

__ Insurance Change                      __ Move                 

__Other  

 

Please give reason for other: _____________________________________________________ 

 
 
Copying Fees for Medical Records: 

I understand there is a fee for all record release with a charge of $25.00 for the first 20 pages, and $0.15 per page thereafter.  There will 

be no charge when requested information is faxed. 

 I understand fees for copies are due and payable before copies are released. 

 I understand that a photocopy or facsimile of this authorization is as valid as the original. 

 

This authorization is valid for one year from the date of signature. 

 
_________________________________________________________        __________________________________ 

Parent or Guardian Name (Printed)         Phone Number 

 

________________________________________________________       _________________________________ 

Signature of Parent or Guardian Name                                        Date 

                       
                     Thank you in advance for sending this information promptly. 
The personal health information that may be contained in this FAX is highly confidential.  It is intended for the exclusive use of the addressee.  

It is to be used only to aid in providing specific healthcare services to this person.  Any other use is a violation of Federal Law. Thank you for 

treating this information in a confidential manner. 


