


                 TETON CANCER INSTITUTE 
                                                                        t rus t ed ,  fo r  l i f e   

 

 

Records Request Form 
Date of request:______________________________ 

Patient’s full name: _______________________________________________ 

Patient’s date of birth:_____________________ 

Patient’s signature:____________________________________ 

The above listed patient has an appointment in our office on:_____________________ 

Date records are needed:________________________ 

 

I, ____________________________ by signing above give my permission to have my 
medical information sent to the following facility: 

 

Teton Cancer Institute 
A Mountain View Hospital affiliate 

 
1957 E. 17th St.                                                       380 Walker Dr. 
Idaho Falls, ID   83404      Rexburg, ID   83440 
(phone) 208-523-1100       (phone)  208-356-9559 
(fax)  208-523-1317      (fax)  208-356-6601 
 

 
Radiation Oncology 
1550 Hoopes Ave 

Idaho Falls, ID 83404 
(phone) 208-542-7220 

(fax) 208-522-7600 
 

 

 

 

 

N. Brad Adams, MD       Dane J. Dickson, MD       Jeffrey D. Hancock, MD      Christian T. Shull, MD     Calvin J. McAllister, MD       Steven J. Todd, MD  
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