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Request for Records
To:

__________________________________________________________________
__________________________________________________________________

__________________________________________________________________

From:

Dr. Derek Johnson



Phone:
(703) 648-0030



3700 Joseph Siewick Drive, # 101

Fax: 
(703) 648-9028



Fairfax, VA  22033

Patient:
Patient’s printed name:  ______________________________________________



Patient’s DOB:  ______/______/______

Please provide information pertaining to my medical records as designated below:


□
All skin test results

□
Extract components of allergenic extract including antigens, concentration, & manufacturer

□
Pulmonary function tests

□
X-ray reports

□
History and Physical Examination

□
Other:  ___________________________________________________________

Patient’s Signature:  ____________________________________________  Date:  ___________________
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