
VIRGINIA PEDIATRIC GROUP, LTD. 
❖ 8316 ARLINGTON BLVD, SUITE 300, FARIFAX, VA 22031 

❖ 131 ELDEN ST, SUITE 312, HERNDON, VA 20170 
❖ 737 WALKER RD, SUITE 4, GREAT FALLS, VA 22066 
❖ 24560 SOUTHPOINT DR, SUITE 150, ALDIE, VA 20105 

TEL: (703)573-2432, FAX: (703)280-9350 
 
 

I hereby request release of Medical Records for the following Patient(s): 

1. Name: ___________________________ 

Date of Birth: ____________________ 

2. Name: ___________________________ 

Date of Birth: ____________________ 

3. Name: ___________________________ 

Date of Birth: ____________________ 

 

As Parent/Guardian of Patient(s), I authorize Virginia Pediatric Group, LTD. To request a copy of my 

child/children’s medical records: 

Patient’s complete medical record of care  

From: ___________________________ 

Tel: (____)____-______ 

Fax: (____)____-______ 

 

I hereby request that my child/children’s medical records be released to: 

Virginia Pediatric Group, LTD. 

8316 Arlington Blvd, Suite 300 

Fairfax, VA 22031 

Tel: (703)573-2432 

Fax: (703)280-9350 

 

Purpose for release of records: 

__ Referring Specialist 

__ Doctor and/or Personal Records 

__ Moving/Changing Physicians 

Other: 

 

 

Patient or Guardian name: _______________________________ 

Relationship to Patient: ____________________ 

Phone: ______________________ 

Parent or Gaurdian Signature: ___________________________                        Date: _________________ 
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