
 

 

Medical Record Release Form 

R
ev

 0
9

 

WAR R EN  

47 00  1 3 Mi le Ro a d 

War re n, M I 4 80 92  

P LY M OU T H 

93 65  H ag g ert y R d  

P ly m ou th,  M I 4 81 7 0 

B LO O M FI EL D  H ILL S  

43 49 4  Woo dw a rd  A ve ., S te  1 10  

 

B lo om fi eld  H ill s, MI  48 3 02  /2
2

 WARREN 
4700 13 Mile Road 
Warren, MI 48092 

P: 586-576-0431  F: 586-576-0924 

PLYMOUTH 
9365 Haggerty Rd 

Plymouth, MI 48170 
P: 586-576-0431  F: 734-667-3531 

BLOOMFIELD HILLS 
43494 Woodward Ave., Ste 110  

Bloomfield Hills, MI 48302 
P: 586-576-0431  F: 248-203-0902 

 
Date ____________________ 
 
 
I am authorizing the release of my complete medical records from: 
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________ 
 
 
Please forward my medical records to:  
 
Michigan Center for Fertility and Women’s Health, PLC 
 
Select one: ____ Dr. Carole Kowalczyk  ____  Dr. Nicole Budrys 
   
Select one:   
 
____  4700 13 Mile Road, Warren MI 48092, P: 586-576-0431, F: 586-576-0924 

____ 43494 Woodward Ave., Ste 110, Bloomfield Hills, MI 48302, P: 586-576-0431, F: 248-203-0902 

____ 9365 Haggerty Rd, Plymouth, MI 48170, P: 586-576-0431, F: 734-667-3531 

 
By signing this form, I am authorizing the above office to release my completed medical records to 
Michigan Center for Fertility and Women’s Health PLC.   
 

Patient Name   

Patient Signature    

Date of Birth   
 
 
I, the partner of the above name patient, request my complete medical records to be released from 
Michigan Center for Fertility and Women’s Health, PLC. 

Partner Name   

Partner Signature    

Date of Birth   
   

Witness Signature    
 


