
 
 
 
 
 
 

AFFIDAVIT  
 
 
 
I, _____________________________, the custodian of the medical records, affirm that the following 
records and true and accurate to the best of my ability.  
 
 
 
Dated on this ______ day of ____________________, 20___ 
 
 
 

_________________________________ 
  Signature of Affiant  

 
 

Sworn to and subscribed before me​, this ______ day of ____________________, 20___ 
 
 
 
 

_________________________________ 
    NOTARY PUBLIC 

 
 
 

   My commission expires: _____________ 
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