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HEALTH RECORDS RELEASE FORM

Name: 
                                                 



Last




First



Middle
Student ID # or Social Security #:

I request that a copy of all my health and immunization records currently on file at Delgado Community College be sent to the recipient below:


FAX to:
Attn: 





                   (Name/Department) 

Fax #: 




      (Area Code) 
                Phone #


Phone:  




       (Area Code) 

Phone #






OR:
MAIL  to:



Attn: 





                 (Name/Department) 


Address: 


Phone:  





(Area Code) 

Phone #

I have also provided a copy of my picture identification card and can be contacted by phone at:


Primary Phone:  






(Area Code) 

Phone #


Secondary Phone:  






(Area Code) 

Phone #

My signature below authorizes release of my health records as requested.

_________________________________________

____________________________
Signature







Date
FAX, DELIVER OR MAIL FORM TO:
Fax: (504) 483-1885







Office of Health Services






Delgado Community College







Building 11, Room 102







615 City Park Avenue







New Orleans, LA 70119-4399







Phone:  (504) 671-6009

Form 1465/001































































