LFC Family of Offices

Patient Request for Records

Patient’s Name ________________________________________
Date of Birth __________________________________________

Date: ________________________________________________
To: __________________________________________________

Phone: _______________________________________________

Fax: _________________________________________________

I hereby authorize the release of my medical records and/or x-rays or copies of such and request that they are transferred to:
LFC Family Of Offices
8004 Abbeville Ave

Lubbock, TX 79424
806-794-0400
Fax 806-794-0833
Patient’s  Signature ____________________________________
