
 

 
 
 
 
 
 
 

I REQUEST THE TRANSFER OF MEDICAL RECORDS 
OF THE FOLLOWING PATIENTS: 

 
 

                       NAME:                                                       DATE OF BIRTH 
 
 
______________________________                                     
 
______________________________            
 
______________________________        
 
 
 
FROM                                          ALLEN COUNTY HEALTH DEPARTMENT 
                                                            219 E MARKET STREET 
                                                            LIMA OH   45801 
                                                            419-228-4457        FAX 419-228-5173 
 
 
TO                                                      ___________________________________ 
 
                                                            ___________________________________ 
 
                                                            ___________________________________ 
 
 
SIGNED  _____________________________________    ________________ 
                Parent or Legal Guardian                                      Date 
* Must match signature on chart record. 
 
 
Printed Name of Parent Signing Form:  ___________________________________                        
 
 
 
 

 


