Medical Record Release Request

Owner and Pet Information

Owner/Authorized Agent Name:
Address:

City/State/ZIP:
Phone: Email:

Pet Name: Species:

Breed:
Color/Markings: Sex:

Date of Birth/Age:
Microchip/Tattoo/Other ID (if any):

Release Request

Veterinary Facility Releasing Records: Live Oak Veterinary Specialists
Facility Address: 102 San Dr. Pooler, GA 31322
Phone/Fax/Email: 912 662-7544 Hello@liveoakvets.com

Release Records To (recipient name/practice):

Recipient Address:
Phone/Fax/Email:

Delivery Method Requested: Email Fax Mail Pickup

Other:

Authorization

| am the owner of the animal identified above, or | am otherwise legally authorized to
request and receive these veterinary records. | authorize the veterinary facility named
above to release the requested records to the recipient identified in this form. |
understand this authorization is limited to veterinary records relating to the animal
identified above and may include treatment notes, vaccination history, laboratory
results, diagnostic reports, prescriptions, and other information maintained in the patient
record.



Signature of Owner/Authorized Agent:
Printed Name:

Date:

Relationship to Pet (if not owner):
Government ID or Other Verification (Driver License, Passport, etc):

Note

Georgia rules require veterinary patient records to be maintained for at least three years
by the veterinary facility where treatment was provided, and the veterinarian or facility
should provide clients with an established mailing address for obtaining patient records.
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