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PUBLIC RECORDS REQUEST FORM
	Name and contact information of requester:
	Name and address where records should be sent:

	
Name:_____________________________________

Address:____________________________________

City/Town:__________________________________

Zip:________________________________________

E-Mail:_____________________________________

Fax:________________________________________

Phone: _____________________________________
	
Name:_____________________________________

Address:____________________________________

City/Town:__________________________________

Zip:________________________________________

E-Mail:_____________________________________

Fax:________________________________________


	Requested documents – Please be specific as to facility name, location and dates.  A release form must be provided for documents that contain personal or medical information:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________





