
 

 

RECORDS TRANSFER REQUEST 
 

To: ________________________________________________________________________________ 
DOCTOR / HOSPITAL 

Address: ___________________________________________________________________________ 
 

City ____________________________________ State ___________________ Zip _______________ 
 

Phone or Fax # (circle one): __________________ DOB:________________ SS#:_________________ 
 

I hereby authorize the above named doctor or hospital to release ALL medical records pertaining to my care and treatment 
received at said facility including information related to AIDS (Acquired Immunodeficiency Syndrome) or HIV (Human 

Immunodeficiency Virus) infection, psychiatric care assessment, and/or treatment for alcohol and/or drug abuse and request 
that these records be transferred to: 

 

VALDOSTA FAMILY MEDICINE ASSOCIATES, P.C. 
2412 North Oak Street, Valdosta, GA  31602 

(229) 244-1400 • Fax: (229) 244-5512 
 

                                   Leon Smith, M.D.                        Stewart Williams, M.D. 
                                   David Pierce, M.D.             Craig Bishop, D.O. 
                                   R. Daniel Bennett, M.D.               Jessica White, D.O. 
                        Karly Bishop, D.O.   

 

VALDOSTA SPECIALTY CLINIC 
North Oak Medical Plaza, 2418 North Oak Street, Valdosta, GA  31602 

(229) 219-0247 • Fax: (229) 219-0837 
 

 William Tidmore, M.D.     Jennifer Lawrence, M.D. 
 
 

___________________________________________________________ ___________________________________________________________ 

Print Name of Patient      Signature (patient, parent or guardian) 
 
 

_______________________________ 

Date 
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