MCLNO Medical Record Services

Policy and Procedure Reassignment of Medical Records
I, ___________________________, MD;      ID number ______________

From the department of ______________________am leaving MCLNO 

On___________________________________________________________

Doctor________________________ has agreed to complete and deficient 


Please print
Medical records that were assigned to me for completion.
Signature of accepting Physician

If not completed _______________________________Program Director, assumes responsibility.

_____________________________________________________________Signature of Program Director

Physician ID 

Note: This form is to be given to Doctor’s Dictation Supervisor.

