
 

 MEDICAL RECORDS REQUEST 

 
Date:________________________ 

 

Patient:________________________________________________________ 

 

DOB:__________________________________________________________ 

 

To:____________________________________________________________ 

 

Address:________________________________________________________ 

 

Phone #:___________________________ FAX:________________________ 

 

Please furnish all information for date of:______________________________ 

 

     _______X-RAYS 

 

     _______X-RAY REPORT 

 

     _______BLOOD WORK 

 

     _______MRI 

 

     _______MRI REPORT 

 

     _______PHYSICAL EXAM FINDINGS 

 

     _______OTHER:___________________________________________ 

 

 

 

     Signature of patient, parent, or guardian 

 

 

 

     Doctor’s Signature 

 

Mark B. Burdorf DC, DACNB 

8140 E. Cactus Rd.,  

Suite 730 

Scottsdale, AZ  85260 

480-951-5006    FAX:  480-951-1588 

mark@drburdorf.com 

 


