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Patient Release of Medical Records Form (Please Print or Type)
Date__________________________________
To____________________________________
Address ________________________________    City_______________________   State____________
Phone: _________________________________	           Fax: ____________________________________

[bookmark: _GoBack]I hereby request that my medical records be released to: 
Amaro Integrative Medicine
Justin Aaron Amaro, D.O.
1901 Medi Park Dr. Suite 1048, Amarillo, TX 79106
Fax: (806)589-1062 [DIAL 806 BEFORE FAX#]

Patient’s Name (please print)_____________________________________________________________ 
Patient’s Signature______________________________________________________________________
Address__________________________________City______________________ State_____ Zip_______ 
Phone Number___________________________ Fax Number___________________________________  
Date of Birth_____________________________   Social Security #______________________________

Comments______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
**If Faxing or mailing the Release of Medical Records Form to the Medical Clinic, include a copy of a photo ID such as a State issued Driver's License, State Issued ID Card, or Passport. 
1901 Medi Park Dr. Ste 1048
Amarillo, TX 79106
PHONE: (806)576-4999
FAX: (806)589-1062
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Amaro Integrative Medicine
“A.9.M. for the path to a healthier you! "

Certified in Family Medicine & Osteopathic Manipulative Treatment




