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Rainbow Pediatrics

Records Release
Date of Request:_____________________

Chart #:____________________________

Name of Parent/Legal Guardian: ________________________________________
Patient(s) & Date of Birth(s):___________________________________________

__________________________________________________________________
Request Records to be forwarded to:
_____ 6905 Hospital Drive                    


______153 W. Main Street


Suite 100





Suite 200


Dublin, Ohio 43016




New Albany Ohio 43054


614.791.2000





614.939.2200

Request Records to be forwarded from:
Name:_____________________________________________________________

Address:___________________________________________________________


____________________________________________________________


____________________________________________________________

Please Identify Reason(s) for Transfer:

____Age (over 22; therefore seeking services other than Pediatrician)

____Change of insurance carrier to:__________________________________

____For specialist review; not transferring out of practice

____Moving out of the area

____Other (please elaborate):______________________________________________

______________________________________________________________________

______________________________________________________________________

If moving, please provide us with your new address:
______________________________________________________________________
____________________________________________

Signature Parent/Legal Guardian
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