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Request for Medical Records 

Failure to complete all the requested information may result in a delay of services. 

Provider/Facility Name: _________________________________________________________________________  

Phone: (____________) _______________________________________________________________________ 

Fax: (____________) _________________________________________________________________________ 

 

I request that the above-named provider/facility submit my medical records to Rehabilitation Physicians of Georgia.  I understand 
that these records contain protected health information. 

Patient’s Name: ______________________________________________________________________________ 

Patient’s Address: _____________________________________________________________________________ 

Patient’s Phone: (____________) ________________________________________________________________ 

Patient’s Date of Birth: __________________________________________________________________________ 

Patient’s Signature: ___________________________________________________ Date Signed: _______________ 

Expiration of authorization: _____________________________________ (If left blank, this authorization will expire one year from the date signed.) 

Please provide the patient’s demographic information, last THREE office visit notes, all diagnostic/imaging 
reports (CT/MRI/Xray/EMG), last THREE drug screen results (urine/oral/blood), and discharge letter, if 

applicable.   

We appreciate your prompt return of information. 

Please submit requested information to: 
Rehabilitation Physicians of Georgia, PC 
Attn: Victoria P, Clinical Care Coordinator 

Phone: 404-659-5909 option 2 | Fax: 770-399-9449 | Alt Fax: 770-979-9290 
Email: newpatient@attackback.com 

2450 Atlanta Highway | Suite 904 | Cumming, GA 30040 
 


