Cg‘j Medical Records Transfer Form
GASTON

FAMILY PRACTICE

Patient Name: DOB:
Last 4 of Social: Patient Email:

Address:

City: State: Zip:

Patient Preferred Phone Number:

I would like my medical records from the last five years from your practice sent to the following:

To: Gaston Family Practice, PLLC From:
2290 Remount Road
Gastonia, NC 28054

Phone: 704-867-1402

Electronic Fax: 888-720-2814

I understand that this is a full release which may include information related to mental health, substance abuse,
genetic information, HIV/AIDS, and other sexually transmitted diseases.

Patient Signature:

Print Name:

Date:




