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Medical Records Release Form  

By signing this form, I authorize you to release confidential hearth information about me, by 
releasing a copy of my medical records, or a summary or narrative of my protected health 
information, to the physician below:


Patient Name: ____________________________________


Date of Birth: 	_____________________________________


The information you may release subject to this signed release form is as follows: 


Complete Records	 	 History & Physical	 	 Care Plan

Lab Reports	 	 	 Pathology Reports	 	 Treatment Records

Hospital Reports	 	 Medication Records	 	 Progress Notes

Radiology Reports	 	 Operative Reports


Other:_____________________


Release my protected health information to the following physician:


Name:   JOHN J. REGAN MD 
Address:   2811 WILSHIRE BLVD, STE. 930 
City: SANTA MONICA 
State: CA 
Zip Code:  90403 
FAX: 310-496-1386 

Patient Name:		 	 _____________________


Patient Date of Birth: 		 _____________________

Social Security Number:	  _____________________


Signature:	 	 	 _____________________




Ashlinn
➞

Ashlinn
➞



 
 

John J. Regan, MD 
8929 Wilshire Blvd., Suite 302 

Beverly Hills, CA 90211 

PH | 310.881.3730 

 

Fees for Form Completion / Administration Services 
 

Insurance Health Plans DO NOT pay for all of your Health Care needs. 

 

They pay for recovered items and services when their rules are met. We have found the 

need to inform you that their services below are not covered. 

 

Pre-print RCSM form requiring 

 

 A check mark only     No charge 

 Another document     $25.00 

 

Copy of part or all of chart 

 

 10-50 pages      $45.00 

 Each additional page    $0.50 

 

Dictated letters or reports     $150.00 

 

Special Forms 

 

 Disability forms     $150.00 

 Prescription Authorization    $25.00 

 Disability parking Placard Form   $55.00 

 No Flying letter     $40.00 

 Off Work letter     $40.00 

 Travel Letter      $40.00 

 Jury Duty Letter     $40.00 

 

NOTE: Patient MUST pay above fees before form is processed. 

  Your signature below states that you understand this policy. 

 

 

Signature:___________________    Date:_________________ 


