
LAST NAME- FIRST NAME- MIDDLE NAME

TO: DEPARTMENT OF VETERANS AFFAIRS (Name and Location of the VA Health Care Facility)

NAME AND ADDRESS OF ORGANIZATION, INDIVIDUAL, OR TITLE OF INDIVIDUAL TO WHOM INFORMATION IS TO BE RELEASED

PATIENT'S MAILING ADDRESS (including City, State and Zip Code)

DATE OF BIRTH (mm/dd/yyyy)

All VHA and VBA Facilities

<Veteran Address>
<Veteran City/State/Zip>

<Veteran Last, First, Middle> <Veteran DOB>

<Requesting Law Firm Name> 
<Law Firm Address> 
<Law Firm City/State/Zip> 
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