
 
 

 
 

Temecula Pain Management 
25495 Medical Center Dr. Suite 102 

Murrieta, CA, 92562 
Tel: 951-506-9536 Fax: 951-693-4631 

www.temeculapain.com  

Medical Record Release Form 
 

Patient Name: ___________________________ Date of Birth: ____ / ____ / _________ 
 
SSN: __________________________________ 
 
Address: _______________________________ City: ______________ State: _____ Zip: ________ 
 
Phone: (              )______________________ Email: ____________________________________ 
 
 
RECORDS REQUESTED FROM:  
 
 
Name: ______________________________________________________________________________ 
 
Address: _______________________________ City: ______________ State: _____ Zip: ________ 
 
Phone: (              )____________Fax: (              )_____________ Email__________________________ 
 
 
SEND RECORDS TO:  
 
 
Name: ________________________________ SEND BY: [  ] Mail [  ] Fax  [  ] Email 
 
Address: _______________________________ City: ______________ State: _____ Zip: ________ 
 
Phone: (              )____________Fax: (              )_____________ Email__________________________ 
 
 
 
I, ______________________________ (print name) hereby grant permission for you to release 
confidential health information about me, by releasing a copy of my medical record, or a summary or 
narrative of my protected health information to the physician / person / facility / entity listed above.  
 
 
_____________________________________________ ____________________________________ 
Printed Name       Date 
 
 
_____________________________________________ ____________________________________ 
Signature       Date 


