
Northwestern Women’s Health Associates 
680 N. Lake Shore Drive, Suite 1200, Chicago, IL 60611 

Tel: 312.440.9400 Fax: 312.440.0423 

 

Patient Request for Medical Records 

Patient Name: __________________________________________ Date of Birth: ______________________________ 

Street Address: _________________________________________ City, State, Zip: ____________________________ 

Telephone Number: ___________________________________ Email: ______________________________________ 

 

Unless checked below, I understand that released information may include the 

following information, check if you do NOT want to include: 

☐ Genetic testing and/or genetic counseling                 ☐ AIDS or HIV testing or test results       

☐ Mental health and developmental disability              ☐ Substance abuse/alcohol treatment            

 

Send my requested information to: 

 

________________________________________________             __________________________________________________ 

    Name of Facility, Person, Company                            Street Address, City, State, Zip Code 

 

________________________________         ______________________________         _________________________________ 

           Phone Number                 Fax Number                              Secure Email Address  

 

Please Note Records Preference: 

☐ Pickup ☐ Mail to above address ☐ Fax  ☐ Secure email  

 

Expiration and Revocation: 

This authorization will expire one year from the date signed unless otherwise specified: 

_________________. I understand that I may revoke this authorization in writing at any time 

except to the extent that action has already been taken. 

Signature:  

__________________________________________________            ________________________________________________ 

Patient or Legal Representative                                      Relationship (if not patient) 

 

__________________________________________________ 

Date  

 

Please send completed form to: Fax: 312.440.0423 or Email: forms@nwha680.com 

Information Requested (select all that apply): 

☐ Complete Medical Record 

☐ Office Visit Notes 

☐ Labs/Imaging Results 

☐ Pap/Mammogram Results 

☐ Other: ___________________________________________ 

Dates of Service: From ____________ To ____________ 

Purpose of Disclosure:   

☐ Continuity of Care 

☐ Personal Use 

☐ Legal 

☐ Insurance 

☐ Other: _____________________________ 

mailto:forms@nwha680.com
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