
Endo For Kids 
          Pediatric Endocrinology Services 
       114 Defoe Cr ∙ Maryville, TN 37804 

                               Phone (865) 546-3998 ∙ Fax (865) 546-1123 ∙ www.endoforkids.com 

 
Release of Medical Information 

    
________________________________   _____________________________ 
                     (Patient Name)         (Date of Birth)                          
I, ____________________________ Authorize GI for Kids, PLLC to ☐OBTAIN  ☐RELEASE  
                (Parent/Guardian/Self) 

copies of this patient’s medical record ☐ TO  ☐FROM: 
 

Facility: ________________________________________ 
 

Address: _______________________________________ 
 

City, State, Zip: _________________________________ 
 
Phone: ________________ Fax: _______________ 

 
Parent/Guardian/Patient Signature: ________________________ 

 
Date: ____________________   *Please Fax Records to 865-546-1123 

 
☐Medical Records ($20 fee may apply)  ☐FMLA Paperwork ($25 fee) ☐Letter Request 

  
School Release 

 
I, _____________________, the Parent / Guardian of ________________________________ 
                                                                                                          (Patient Name and Date of Birth) 

 
Authorize GI for Kids, PLLC to RELEASE copies of this patient’s medical record and communicate medical 
information regarding this patient with representatives from the school listed below: 

 
School: ________________________________________ 

 
Address: _______________________________________ 

 
City, State, Zip: _________________________________ 
 
Phone: ________________ Fax: _______________ 

 
Parent/Guardian/Patient Signature: ________________________ 

 
Date: ____________________ 
 

 

*This release will expire one (1) year from date signed 

http://www.endoforkids.com/
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