
Thomas R Traylor, MD 

 
939 Emerald Ave, Suite 901  

Knoxville, TN 37917 

 

Phone:  865 546 9623 

Fax:  865 971 4887 

 

 

 

PATIENT RECORDS RELEASE 

 

Date:___________________ 
 

TO:  (facility where records are held) 
Name:___________________________________________________

Address:_________________________________________________

________________________________________________________ 
 

I hereby authorize you to release to: 
 

________________________________________________________
________________________________________________________

________________________________________________________ 

 

Medical records including the diagnosis and records of any treatment 
or examination rendered to me during the period from 

_________to________, or all records on file________________. 
 

___________________________  ______________ 
Signature      Date 

 

Address__________________________________________________ 
 

___________________________  _______________________ 
Social Security Number    Date of Birth 

 
___________________________  _______________________ 

Witness      Chart # 
 

 
FAX TO:  865 971 4887 
 


