REQUEST FOR HEALTH INFORMATION
(Complete one form for each Physician seen in the past 5 years)

REQUEST FOR RECORDS ON:
Client: Date of Birth:
INFORMATION REQUESTED FROM:

Dr. or Hospital:

Address:

Phone:

A copy or fax of this form is as valid as the original.
Thank you for your cooperation.

Signature of Patient X Date

Attention Medical Records: If the package of data is large, please phone our office
and we will arrange for a bonded courier to pick up the records. Otherwise records
can be mailed or faxed to our offices:

Mail Address:
David E. Appel, CLU, ChFC, AEP®
Appel Insurance Advisors, LLC
One Gateway Center Suite 305
Newton, MA 02458

Fax Number: (617) 527-0681

Phone Number: (617) 332-7900




