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Pediatric Associa’res of Paoli





11 Industrial Blvd, Suite 201
Paoli, PA 19301

R. E. Kienzle, M.D.               


Andrew Forman, D.O.

___________________________________________________________________________________________________

Transfer of Records Request

Dear Parent/Guardian: 

We recently received a letter or phone call from you requesting to transfer your child’s/children’s records to a new doctor (s). We will do this as quickly as possible.    

We charge a processing fee of $30 for the first family member, and $20 for each additional family member. There is an additional charge of $15.00/family if the records need to be mailed. We will provide copies of all immunizations, labs, X-rays and consultant reports done while a patient here and a detailed summary of medical care we provided for each child. We will also return to you any previous doctors records you provided to us. Please make checks payable to Pediatric Associates of Paoli for the correct total amount.  If you prefer to pay by credit card, we accept Visa or MasterCard.  Please fill out the lower portion of this form and return it to us by mail or by hand. 
I hereby authorize you to release the records of (please list your children’s names and birth date):

                   ____________________________        ___________________________ 

                   ____________________________        ___________________________  

                   ____________________________        ___________________________  

If paying the $15.00 for mailing, please write your correct mailing address. We will not mail to a doctors office.     

_________________________________________
_________________________________________
_________________________________________
Please allow 1 week from the time that we receive this completed form and your payment.
REASON FOR LEAVING PRACTICE:    Please check one or more:
Age of child : _________                                 Prefers female doctor: _________
Moving from area : _________       Geographical location of office: _______________________________        

Dissatisfied with practice: __________________________

Other – please specify: _________________________________________

We will call when the records are ready for YOU TO PICK UP. 

If you are unable to pick them up, please add $15.00 for us to send by certified mail to you. If sent by mail, you must sign for them so we have a record that you have received them.
Please note, if the records are not picked up in 30 days from the transfer date, they will be sent to an off site storage company and you will be charged the full fee that we are charged for retrieval and delivery – which is approximately $40.

Parent/Guardian name: ___________________________

Parent/Guardian signature: ________________________

Date:  _____________
Current Phone Number Where We Can Reach You:___________________________               8/18
