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D R .  T O M  M A C M I L L A N ,  O D     D R .  J E R E M Y  A N D E R S O N ,  O D

D R .  L E A N N  G E E R T S ,  O D

REQUEST FOR RELEASE OF MEDI CAL RECORDS 
T O: F ROM:

Dr.  Spartanburg Vision - 
West

COMPANY: DAT E:

F AX NUMBER: T OT AL NO. OF  PAGES INCLUDING 
COVER:

1
PHONE NUMBER: SENDER S REF ERENCE NUMBER:

RE:

Request Release of 
Medical Records

L CONFIDE NT IAL IT Y NOT ICE: THIS FACSIMIL E  T RANSMISSION AND T HE ACCOMPANYING DOCUME NT S MAY CONT AIN 

CONFIDE NT IAL INFORMAT ION, W HICH IS PROT E CT E D BY T HE PHYSICIAN/PAT IE NT PRIVIL E GE. THIS INFORMAT ION IS INT E NDE D 

ONL Y FOR T HE USE  OF T HE INDIVIDUAL OR E NT IT Y NAME D ABOVE. IF YOU ARE NOT T HE INT E NDE D RE CIPIE NT, YOU ARE 

HE RE BY NOT IFIE D T HAT T HE L AW ST RICT L Y PROHIBIT S ANY DISCL OSURE, COPYING OR DIST RIBUT ION OF T HIS INFORMAT ION.

IF YOU HAVE RE CE IVE D T HIS T RANSMISSION IN E RROR, PL E ASE NOT IFY US IMME DIAT E L Y BY PHONE. 

DEAR DR.: _________________________________

Our office hereby requests you to release a report of diagnosis, prognosis and 
recommendations, as well as other data pertinent to your treatment. We appreciate 
your time and assistance in this matter. 

Patient Name: ________________________ Date of Birth: _____/______/

________

Social Security #: _______-_____-_________

Please Fax Records to: 864-576-0594

Sincerely,

Tom MacMillan, OD Jeremy Anderson, OD Leann Geerts, OD

Patient or Guardian Signature X ______________________
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