
 
 

 
 

 
 
 
 

Send Records TO Big Horn Pediatrics & Family Medicine 
 
 

 
Requesting Records From: _________________________________________________________ 
 
Address: ____________________________________________________________________________ 
 
Phone: _________________________________  Fax: _______________________________________ 
 
 
This form will only be used to release records to the individual or for treatment, 
payment, or health care operations purposes, as permitted by the Privacy Rule. 
 
Patient Name: ​ ​ ​ ​ ​            ​​ DOB: ​ ​ ​  
 
Patient Name:​ ​ ​ ​ ​ ​ ​ DOB:​ ​ ​  
 
Patient Name:​ ​ ​ ​ ​ ​ ​ DOB:​ ​ ​  
 
Patient Name:​ ​ ​ ​ ​ ​ ​ DOB:​ ​ ​  
                               
 
Records:            All              Immunization             Other  _______  Newborn Discharge 
 
Send Records To:​ Big Horn Pediatrics & Family Medicine 
​ ​ ​ 1308 W. 4th Street 
​ ​ ​ Gillette, WY 82716 
​ ​ ​ Phone: 307-687-1300   Fax: 307-682-1309 
 
 
Signature:​ ​ ​                            ​ ​           ​Date: ​​ ​ ​  
 
 
Printed Name:​ ​ ​ ​ ​ ​ ​  
 
 
Relationship to Patient: ​ ​ ​ ​ ​ ​                                                                         

 


