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Wellness Center
115 South Street
Middletown, NY 10940
(845) 341-4870

REQUEST FOR IMMUNIZATION & HEALTH RECORDS

Date: ___________________________

I authorize SUNY Orange Wellness Center to fax or mail a copy of my medical and immunization records to:

Name of School: _____________________________________________Attn:______________
Address: ____________________________________________________________________
               _____________________________________________________________________
Phone number: _________________________ Fax number: ___________________________

Student: _____________________________________________   DOB: _________________
		PLEASE PRINT NAME
Date graduated or left school: _____________ “A” Number: ____________________________
Phone: ______________________________________________________________________ 
Name used when student attended school if different from above: ________________________
____________________________________________________________________________
	
For SUNY Orange Office use only

ID Checked ______     By ________

Date Records Sent ____________________


Signature of student requesting records                                                         Date
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