
PATIENT RECORDS ACCESS REQUEST FORM 
 
 

Stuart D. Katchis, M.D., P.C. 
130 East 77th Street 

12th Floor 
New York, N.Y. 10021 
Phone: 212-434-4920 

 
 
I hereby request a copy of my medical record as detailed below: 
 

□ Full medical record held by this office 

□ Medical record for the period ____________________ through ______________ 

□ A specific portion/section of the record as follows: 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 
 
 
 
 
 

Patient Name: 
 
Name: 
 

Relationship: 

Signature: 
 

Date: 

 


