
Medical Record Transfer of Care Form 
 
Patient Name: _____________________________________ 
Date of Birth_____/____/______ 
Address: _____________________________________________________ 
               ______________________________________________________ 
Phone:   (             )  __________________ 
 
 
I _______________________(patient name or guardian) am transferring care to 
a new provider. I understand that I will no longer be an active patient at Modern 
Family Medicine. My reason for transferring is: 
________________________________________________________________
________________________________________________________________
________________________________________________________________  
________________________________________________________________  
 
I give permission to send my medical records for continuity of care to my new 
provider: 
  
Name of provider:___________________________________ 
Name of practice:___________________________________ 
Address:__________________________________________________ 
              __________________________________________________ 
Phone:___________________________  Fax:_____________________  
 
 
_______________________________________________________ 
Signature of patient or guardian 
 
____________________ 
Date 
 
 
 



   
 
 
 


