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MEDICAL RELEASE FORM 

Dear Member: 

Our goal is to do all we can to help you with your medical needs. If you or your family member has a new doctor 
as your Primary Care Physician (PCP),your new doctor should have a copy of your medical records. Please fill out 
and sign this form. Please send the form to your previous doctor. 

To:

Previous Doctor Phone# 

Address City State Zip 

I HEARBY AUTHORIZE AND REQUESTTHAT YOU SEND A COPY OFTHE COMPLETE MEDICALRECORD TO 

To:

Molina PCP Phone# 

Address City State Zip 

Your Name Patient or Legal Guardian Signature 

Your address Relationship to Patient 

City, State, Zip Date 

Molina Healthcare • 8300 NW 33rd Street, Ste 400, Doral, FL 33122 27t86FL0812 

Member Services: 1-866-472-4585 • www.MolinaHealthcare.com 

https://www.MolinaHealthcare.com
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