
NVA Medical Record Request 08.07.18 

Newtown Volunteer Ambulance Association Inc. 
6 Washington Square, P.O. Box 344 

Newtown, CT 06470 
203-270-4380 

https://www.newtown-ambulance.org/ 
 

PATIENT DOCUMENT REQUEST FORM 

All questions contained in this questionnaire are confidential and this form will become part of the medical record. 

 

 

Office Use Only 

Date Received:  
Recorded:  
Processed:  
Dispatch:  

PATIENT INFORMATION 

Name: DOB: 

Address: 

/: 

: 
City: State: Zip: 

Home Phone: E-Mail: 

 

Name: DOB: 

Address: 

/: 

: 
City: State: Zip Code: 

Home Phone: E-Mail: 

REQUESTOR'S INFORMATION 

THIS REQUEST IS BEING COMPLETED BY (circle one): 

Patient         Patient’s Attorney        Other Attorney        Health Care Provider        Insurance Co.        Other:__________________ 

Incident 
Information 

Incident Date: 
Hospital 
Destination: 

Incident Time: Is the Patient a Minor: Yes No 

Incident Location: Last Four Digits of Patient’s Social Security Number: 

What is the Requestor’s Relationship to the Patient?  (circle one) 

Self/Patient           Parent/Guardian         Attorney        Executor of Estate        Other:___________________ 

Parent / Guardian 

Attorney 

Other 
 

List: 

Authorization to Release Patient Care Reports 

I authorize Newtown Volunteer Ambulance Association Inc. to release my ambulance report to the following individual(s) or organization. 

Name (Last, First, M.I.) or Organization’s Name: 

Address: 

City State: Zip: Phone: Fax: 

Instructions for Document Delivery: 

Patient’s Signature: Date: 

Please Include The Required Item (s) Below 

 This document signed by the patient authorizing the release of this information. 

 Copy of your driver's license, passport, or other government photo identification. 

 Proof of parental status or guardianship of the patient. Acceptable proof is a copy of the patient's birth certificate or a court document showing 
custody/guardianship. 

 Proof that requestor is the Executor of the Patient’s Estate 
 Mail, email or fax the documents to NVAC for processing:  Legal@Newtown-Ambulance.Org  Fax# (855) 224-6991  P.O. Box 344, Newtown, CT 06470 
 For Ambulance Bill requests please contact our billing agent: Certified Ambulance Group  PO Box 290184, Wethersfield, CT 06129   Fax#860-721-6362 

Documents Requested: (Please check appropriate box) 

 Patient Care Report 

 Ambulance Bill 

https://www.newtown-ambulance.org/
mailto:Legal@Newtown-Ambulance.Org

