
COOPER PEDIATRICS 
3645-A Howell Ferry Road 

Duluth, GA  30096 
Office: 678-473-4738  Fax: 678-473-4739 
“Growing Healthy Children – Our Primary Practice” 

 
Medical Records Release Form 

 
 
To:   ______________________________________________________ 
  (previous physician/facility) 
 
Phone/Fax:   __________________________________ 
 
 

 
 

I, _________________________________________, request that the medical  
records of my child(ren) be released to the care of Cooper Pediatrics.   

Please fax or mail records to the above information. 
 

 
Child(ren)’s Name and Date of Birth 

 
________________________________________________________ 

 
_________________________________________________________ 

 
_________________________________________________________ 
 
_________________________________________________________ 
 

 _________________________________________________________ 
 
 
 

Parent/Guardian’s  Signature:_________________________________________ 
 
Date:  ______________________________ 
 

CONFIDENTIALITY NOTICE:  The information in this message is confidential and may be legally privileged.  It is 
intended only for the individual or entity named.   If the reader of this message is not the intended recipient, you are 
hereby notified that any use, dissemination or copy of this facsimile is strictly prohibited.  If you have received this 

facsimile in error, please immediately notify the sender by telephone.  Thank you. 


