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Greg A. Cisneros, M.D. 

33 Old Kings Road North, Suite 2 

Palm Coast, FL 32137 

Phone: 386-446-4141  

 

Medical Records Release Form 

 

 
Date: ______________________________________________________ 

 

Doctor or Facility:  ____________________________________________ 

 

Address:  ___________________________________________________ 

 

___________________________________________________________ 

 

I hereby authorize and request you to release the following records in your 

possession to Greg A. Cisneros, M.D.   

 

Include Only the Last Year of:  _____EKG 

      _____Labs 

      _____Imaging Reports 

      _____Any other special reports 

        

 

Patient Name:  ________________________________________________ 

 

Address:  _____________________________________________________ 

 

_____________________________________________________________ 

 

Date of Birth:   _________________________________________________ 

 

Signature:  ____________________________________________________ 

 

Please mail requested records at your earliest convenience to the above address.  

Thank you in advance. 


