
[Date]

[Physician Name]

[Physician Address]
Re: 
Request for Medical Records for [Patient Name]

Dear [Physician Name]:

Your patient, [Patient Name], signed an informed consent form to participate in a clinical study for [Sponsor Name, Test Article Name] for [Indication], Protocol No. [Protocol #].

Please [mail/fax] a copy of the following records for the patient to my address below:

· [Records]

If you have any questions, please contact me at [Telephone #] or [Email Address]. You can also contact [Other Name], [Other Title], at [Other Telephone #] or [Other Email Address].
Yours truly,

[Author Name]
[Author Title]
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