
LOUISE I. BUHRMANN, MD, PA 
1485 S. SEMORAN BLVD., SUITE 1454 

WINTER PARK, FLORIDA 32792 
 

 
Patient Name:_____________________________     Date:_______________________ 
 
 
Please give us complete information on past or current physicians, therapists or 
facilities that we may need to request medical records from. 
 
1. Physician: ___________________________________________________ 
 
   Address:  ____________________________________________________ 
    
   City/St./Zip: __________________________________________________ 
 
   Telephone: ___________________________________________________ 
 
  
2. Physician: ___________________________________________________ 
 
    Address: ____________________________________________________ 
     
    City/St./Zip: _________________________________________________  
 
    Telephone: __________________________________________________ 
 
     
3. Physician: ___________________________________________________ 
 
    Address: ____________________________________________________ 
     
   City/St./Zip: __________________________________________________ 
 
    Telephone: ___________________________________________________ 
 
 
4. Physician: ___________________________________________________ 
   
    Address: ____________________________________________________ 
     
   City/St./Zip: __________________________________________________ 
 
    Telephone: __________________________________________________ 


