
MEDICAL RECORDS RELEASE 
T.M. KALRA, M.D. 

520 SUPERIOR AVENUE, SUITE 295 

NEWPORT BEACH, CA. 92663 

PHONE: (949) 645-1967 

FAX: (949) 645-1346 

 
NAME: ________________________________________________ 

 

ADDRESS: _____________________________________________ 

 

_______________________________________________________ 

   

PHONE #:  ____________________________ 

 

DATE OF BIRTH: _______/______/____________ 

 

I AUTHORIZE _________________________________ TO RELEASE 

MEDICAL INFORMATION/RECORDS TO THE FOLLOWING: 

 

NAME OF DR/HOSPITAL__________________________________  

 

ADDRESS: ______________________________________________ 

  

PHONE #:  ____________________  

FAX#:  __________________ 

 

PLEASE SEND THE FOLLOWING INFORMATION: 

______ ENTIRE RECORD 

______ RECORDS FROM ______________ TO ________________ 

______ OTHER __________________________________________ 

 

SIGNATURE: _________________________ DATE: ___/____/____ 

 

             

 

FOR OFFICE USE 

 
DR. KALRA APPROVED: _______________ PICKED UP: ___________ 

AMOUNT BILLED: ____________________ MAILED/FAXED: _______ 

CASH/CHECK#: _______________________ DONE BY: _____________ 


