
  

 

 
 

 
Request for Immunization Records 

 
 
 

I ________________________________ authorize ________________________________  
         Parent or Guardian     Pediatricians office 
 

to fax a copy of my child’s immunization records to: 
 
 
 

KidsPark 
Arizona State License: CDC-13869 
602.788.6655 (fax) 
 
 
Name of child(ren):     DOB 
 
______________________________________  ____________________________ 
 
______________________________________  ____________________________ 
 
______________________________________  ____________________________ 
 
______________________________________  ____________________________ 
 
 
 
 
 
 
_____________________________________________________________________________ 
Parent or Guardian Signature   Date 
 
 
_____________________________________________________________________________ 
Printed Name of Parent or Guardian  Contact Number 
 

 
 
 

 
 
 

474726 E Cactus Rd, Phoenix, AZ 85032 
602.788.2445 (office)    602.788.6655 (FAX) 


