
PLEASE FAX THE REQUESTED MEDICAL RECORDS TO FOUR SEASONS PET 

RESORTS AT (978)531-7288 AS SOON AS POSSIBLE. THANK YOU. 

 
 

81R Prospect St. Peabody, MA 01960 

(978)531-7213      fax: (978)531-7288 

 

Authorization to Release Veterinary Medical Records 

 
Veterinary Hospital: ____________________________________________________________ 

Veterinary Hospital Fax Number: _________________________________________________ 

 

Owner Information: 

 

Name: _______________________________________________________________________ 

Address: ___________________________________________ Phone: ____________________ 

City: ________________________________ State: _________ Zip Code: _________________ 

 

Pet Information: 

 

Pet Name: _______________________________________ Breed: _______________________ 

Pet Name: _______________________________________ Breed: _______________________ 

Pet Name: _______________________________________ Breed: _______________________ 

Pet Name: _______________________________________ Breed: _______________________ 

 

Please include copies of: 

 

 Vaccination Records  Fecal Test Records 

 Heartworm Test Records  Other: __________________________________ 

 

 

I certify that I am the owner or authorized agent of the pet(s) listed above, and hereby request 

and authorize the above veterinary hospital to release the requested medical information for my 

pet(s) to the Four Seasons Pet Resorts.  

 
Owner Name: __________________________________________________________________ 

Owner Signature: ___________________________________________ Date: _______________ 


