
 
 
 
 
 
 
 

Medical Records 
Pre-Payment Request 

 
 
Date of Request: ______________________   Facility or Office:_____________________________ 
                                                                                                                

Patient Name: ___________________________________________________ 
 
D.O.B.:  __________________________________________________________________________ 
    
Records Requested: ________________________________________________________________ 

 
Please Release Medical Records To: ___________________________________________________ 
 
Telephone: ____________________________                Fax: ________________________________  
 
                                                                                                      

 
         Number of Pages in total:   

Retrieval Fee (pages 1 – 10):       $10.00 
 

(Pages 11 – 48) pages X $.50                   $_____ 
 

(Pages 51 - 71) X $.25                           $_____ 
 

Cost of Postage:        $_____ 
 

      Total Charges:                $_____ 
   

 

Please make checks payable to Nephrology Physicians LLC. 
Tax ID:  35-2082018 

 
 
 
Medical Records Department 
Nephrology Physicians LLC. 
Fax • 574.968.7160 

ADULT NEPHROLOGY • HYPERTENSION • CRITICAL CARE 
710 Park Place • Mishawaka, IN 46545 • 574.273.6787 

820 Waterbury Park Drive • Elkhart, IN 46517 • 574.970.0777 
2910 Monroe Street • LaPorte, IN 46350 • 574.276.6767 

2855 Miller Drive, Suite 209 • Plymouth, IN 46563 • 574.276.6767 
250 East Day Road, Suite 300 • Mishawaka, IN 46545 • 574.968.0283 

2257 Karisa Drive • Goshen, IN 46526 • 574.312.6611 
www.nephinc.com 

 
 
 


