
Patient Records Request Form 
 

Darius Kohan MD 
863 Park Avenue Suite 1E  

New York, NY 10075 
Office: 212-472-1300  
Fax: 212-472-1336 

 
I hereby request a copy of my medical record as detailed below: 
 
� Full medical record held by this office 
 
� Medical record for the period ________________through______________________ 
 
� A specific portion/section of the record as follow: 
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
 
Name:  ___________________________________ 
 
Date of Birth: ______________________________ 
 
 
Sent to: 
 
Name: ______________________________________________________________________ 
 
Address: ____________________________________________________________________ 
 
 
 

Please mail or fax this request to the above address or fax number.  
 

Thank you.  


