
I,    ___________________________________________________________   authorize the release of my medical records,

                                           Patient’s Name

       ______________________________________________________________             ___________________________________________________________

            Last 4 of Social Security Number   Date of Birth

RECORDS FROM:       RECORDS TO:

________________________________     _______________________________

________________________________    _______________________________

________________________________  _______________________________

Fax #: __________________________           Fax #:__________________________

Dates of Treatment:______________________________________________________

I understand and acknowledge that this general authorization allows the health care facility to 
release all or part of the record indicated above.  I also understand that, on occasion, information 
may be released electronically, via telephone and/or fax.

____________________________________ _______________________
Signature of Patient Date

                      516 Hamburg Turnpike Suite 5  Wayne,  New Jersey 07470

                               Phone:  (973)  925-7770    Fax:  (973)  925-7772

                                            Omar Nabulsi,  MD

                                              Jessica Chow,  DO

    Authorization For Release of Medical Information


