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Anita Somani MD ● Shivkamini Somasundaram MD ● Uma Ananth MD

4845 Knightsbridge Blvd.   Suite 220  Columbus OH 43214-2463

Phone  614-583-5552          Fax 614-583-5559       

I, _____________________________________________Request

                              Patient’s Full Name






                                                                                   Doctor Name__________________________________________REQUIRED

Doctor Address________________________________________________                                                         

City,State, Zip_________________________________________________ 

Doctor's Phone Number___________________________________ REQUIRED 

Doctor's Fax number ______________________________________REQUIRED

to please make copies of my medical records and mail OR fax them to Comprehensive Women’s Care, Inc. I understand that these records contain protected health information (PHI).  I agree to be responsible for the cost of coping these records, including copying fees, labor, supplies, and postage.  I would like my records to include the following information:

□ History & Physical Examination

□ Test Results

□ Operative Reports


□ Consultations


□ OB Reports



□ Other ________________________

□ All

Dates of Treatment:___________________________________    

Date of request:____/____/______

Copied medical records may be mailed to above address  OR faxed  to:

Comprehensive Women's Care, Inc.

Please fax records to: 614-583-5559   OR    614-523-2248

Patient Signature: ___________________________________

Patient (Print):____________________________________D.O.B. ___________

