
PATIENT’S RECORD REQUEST 
FORM 

 
 

Your full name at time of diagnosis  ______________________________ 
 
Your date of birth             ______________________________ 
 
            
Your address at time of diagnosis _______________________________  

Street  
     __________ ______ ________ 

City  State  Zip Code 
 
Type of cancer    ________________________________ 
 
Date of diagnosis   ___________________ 
 
Hospital or doctor name   ________________________________ 
 
Address of hospital or doctor  ________________________________ 
     Street 
     __________ _______ ________ 

City  State  Zip Code 
 
 
Your current full name 
(if different from above)  _________________________________ 
 
Current address to which records    
should be sent    _________________________________ 

Street 
     ___________  _______ _________ 

City   State  Zip Code 
 

Telephone number   _________ ________________ 
Area Code Number 
 

 
 
 
 
______________________ 
Your signature/date     

    Notary seal 
 
___________________________ 
Notary signature/date 

Cancer Data Registry of Idaho *** P.O. Box 1278, Boise, Id 83701 *** (208) 338-5100 ext 210 
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