



	Patient Name: 
	Medical Record: 
	Address Date of Birth: 
	CityStateZip: 
	Phone: 
	Street Address: 
	Street Address_2: 325 Maple Ave
	CityStateZip_2: 
	CityStateZip_3: Torrance, CA 90503
	Telephone Number: 
	Telephone Number_2: 800-230-5345 
	Fax Number: 
	Fax Number_2: 800-972-8436
	D Paper Copy D Faxed D CD if available D EMail encrypted: Foothillcs@Compexlegal.com
	a D Only the following records or types of health information including any dates: Any and all records for any and all dates of service
	For the Purpose of D Patient Request D Other: Evaluation of a claim
	Address: 
	Name of Provider/Organization From: 
	Name of Provider/Organization to: 
	Text3: c/o Compex Legal Services 
	Check Box4: Yes
	Check Box5: Yes
	Check Box6: Yes
	Check Box7: Yes
	Check Box8: Yes
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Yes
	Text14: 
	Text15: 
	Text16: One year from date of signature if left blank
	Text17: 325 Maple Ave Torrance, CA 90503


