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	County of Los Angeles

DEPARTMENT OF CHILDREN AND FAMILY SERVICES
Office name an address here 
Health Care Program for Children & in Foster Care

Public Health Nursing
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Philip L. Browning, 

Director


To: _________________________________
Fax #  _________________________________

        _________________________________

REQUEST FOR MEDICAL RECORDS
Child’s Name _______________________________                      D.O.B ___________________
A.K.A. _________________________________
Medi-cal Number ____________________                Medical Record # ________________

Name of Guardian/Caregiver ______________________________

In order to better manage the health care children under the protection of the Department of Children’s Services, THE FOLLOWING HEALTH INFORMATION IS REQUESTED:

_________________________________________________________________________________
_________________________________________________________________________________

_________________________________________________________________________________
________________________________________________________________________


________________________________________________________________________

We greatly appreciate your cooperation. Please send the information to the person and address listed below and call if you have any questions.
Name:_____________________________ RN, PHN
Phone: _____________________________________
 Fax #:  ______________________________________
Board of Supervisors


GLORIA MOLINA�First District


MARK RIDLEY-THOMAS�Second District


ZEV YAROSLAVSKY�Third District


DON KNABE�Fourth District


MICHAEL D. ANTONOVICH�Fifth District








“To Enrich Lives Through Effective and Caring Service”


