
 

Medical Record Request Form 

please fill out this request form and send to the hospital that has your pet’s medical 
records. please allow ample time for the request to be completed.

 
client’s last name ________________________________ first ___________________ 

pet name(s)  ____________________________________________________________  

address ______________________ city______________ state_______ zip__________

client’s phone   □ home_____________  □ work____________  □ cell _____________

please release my pet’s medical records.

	 □ please fax the records to:	 animal clinic of santa maria

						      fax (805) 934-8361

	 □ please mail my records to:	 animal clinic of santa maria
						      2650 south miller street

						      santa maria, ca 93455

	 □ i would like to pick up a copy of my pet’s records

client signature ________________________________________date____________ 
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Animal Clinic of Santa Maria


