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Sample letter to notify patients when you are closing or retiring from practice
Note: If you are planning to close your medical practice or have a retiring physician, patients should be notified at least 3 months prior to allow the patient ample time to choose another physician and assure continuity of care.

[Date] 

[Recipient’s name]

[Address] 

[City, State, ZIP Code] 

Dear [Mr./Ms.]_____________: 

It is with mixed emotions that I announce my retirement from active practice, effective [date]. It has been a great pleasure servicing your health care needs over the years. 
Your medical records are confidential; however, a copy can be transferred to a physician, released to you, , or a  person you designate given your permission. Please sign the enclosed authorization form and return as soon as possible so we may transfer your records to your new physician. Until then, your records will remain on file at my former office until [date].
I greatly value our relationship and thank you for your loyalty and friendship over the years. Best wishes for your future health! 
If you have any questions, please contact [insert contact name and phone # and /or email address].

Sincerely, 
Mary X. Doe, DO
If turning practice over to new physician, add as paragraph two: 

As of [date], I have appointed Dr. [insert name] to take over my practice. I am pleased that you have the opportunity to have him as your physician. Dr. [insert name] is a well-trained graduate of [insert name of school]. He served his internship at [insert name] and completed his residency at [insert name]. You may also seek medical care from another physician with a different practice. However if you choose to do so, I recommend looking for a new physician as soon as possible. I suggest contacting  your insurance company to retrieve the names of doctors in the area who are accepting new patients. 

If retiring from a group practice, incorporate into paragraph two: 

If you plan to continue with this office, you can sign the enclosed authorization form to release your files to Dr. [insert name] on your next visit. If you choose to leave the practice, please sign the enclosed authorization form and return it to my office as soon as possible so we can transfer your records to your new physician. 
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