
Instructions for filling out the form you need 
Incoming Medical records:  
 
-Patient Name 
 
-Name of Facility you are requesting the medical records to be sent. 
 
-Address of facility you are requesting medical records to be sent. If no 
address is entered we may no be able to retrieve your request 
 
-Date information is to be disclosed from and thru. 
 
-Check Mark all the information to be disclosed. 
 If you check other please give brief description. 
 
-Date of Medical authorization will be in effect (30 days). 
 
-Date of Birth and Social Security Number is required. 
 
-If you are not the patient requesting medical information, signature of 
authorized personal is required. 
 
-Printed name, signature, and photo ID is required, but must be 
witnessed by a Logan Primary Care Employee.  
 
-If at any time any of this information is not completed, your request 
may be rejected. Please ask questions if needed. 
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