
1025 Tamarack Drive 
Kelowna, BC V1X 1E3 

Tel: 778-760-3400 
Fax: 844-991-3601 

Patient Request for Records 

I hereby authorize the release of my medical records, or copies 
of such, and request that they be transferred to Dr. Erica Volk, 
ND at your earliest convenience.  

Patient name: ________________________________________ 

Patient Date of Birth: __________________________________ 

Patient Signature: _____________________________________ 

From Doctor: ________________________________________ 

Please Fax:  

__ X-Ray Reports 

__ Clinical Records 

__ Lab Reports 

__ MRI Reports 

__ CT Scan Reports




