






Patient	signature:	

_______________________________________		
Printed	Name:	

Patient	Instructions	(check	one):	

____	 Please	transfer	my	RVC	medical	records	to	VSA	

____	 Please	 transfer	 my	 RVC	 medical	 records	 to	 the	 following	 provider	 (name,	 address	 and	 telephone	
number):	

	 	 ______________________________		

	 	 ______________________________		

	 	 ______________________________	

____	 Please	transfer	my	Records	to	me	at	the	following	address:	

	 	 ______________________________		

	 	 ______________________________		

	 	 ______________________________	


