
Page 1 of 2 
www.lsnv.org  1/31/09 
 

V I R G I N I A:  
 
 IN THE ___________________________________________________ COURT 
 
 

__________________________   ) 
Plaintiff    ) 

) 
     vs.       )    Case No. ____________ 

) 
) 

__________________________   ) 
  Defendant             ) 
 
 
 Affidavit of Medical Reports or Records 
 Pursuant to Section 16.1-88.2 Code of Virginia 
 

1.  I,                                                  , custodian, or supervisor of  the custodian,  
 
of records for __________________________________________________________ 

                                                                     Hospital or Medical Facility 
 

______________________________________________________________________ 

located at                   ____                                         ___________                       . 

2.   I have reviewed, or had reviewed, the medical records for _________________  
 
___________________________________________________________________ 
                                                        Name and Identifying Data of Patient and Records 
 
___________________________________________________________________  
                                                                                               
________________ . 
           Date of Records 

3.   To the best of my knowledge, the information contained in the attached report 

is true and accurate and fully descriptive as to the nature and extent of the injury. 

4.   To be best of my knowledge, any statement of costs contained in the report is 

true and accurate. 

http://leg1.state.va.us/cgi-bin/legp504.exe?000+cod+16.1-88.2
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I affirm under penalty of perjury that this information is correct. 

____________________ 
       Affiant’s Signature 

State of                                         , 

 

City/County of                                 to wit:  

 
Subscribed and sworn to before me this                                                                                        . 

 

                                                                             
       CLERK  /  NOTARY PUBLIC (CERT. NO.                                 ) 

 
 
MY COMMISSION EXPIRES  ______________________ 

 
 
Attached    [Medical Report or Records]  
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