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Medical Records Release Form

􀀀Middletown Office 


􀀀 Ellenville Office 


􀀀 Monroe Office

                    111 Maltese Dr.


         112 Shoprite Blvd.

         505 RT 208, Suite 10


                    Middletown, NY 10940                             Ellenville, NY 12428                               Monroe, NY 10950

In order to ensure that your medical records are held in the utmost confidentiality please be specific as to where you want them sent.

Name: 
_______________________________________________ 
Birth date: _____/_____/_____

Address: ______________________________________________________________________________________

                 (Street Name)



      (City)



    (State)
        (Zip) 

Home #: _______________________   Work #: ______________________ Cell #:_____________________

Primary Care Physician: _______________________________________________________

I hereby authorize Middletown Medical to: ⁮ release or    ⁮ obtain my health information to/from:

Name: _____________________________________   Phone #:____________________ Fax: _________________ 
Address: ____________________________City:_____________________ State: _______ Zip: __________

Reason for transfer: ______________________________________________________________________


I specifically authorize the release of the following information (please check the appropriate boxes).







Dates





Dates

􀀀 History and Physical Exam

        ___________
 􀀀 X-Ray Reports
      ____________


􀀀 Progress Notes


        ___________
 􀀀 Entire Medical Records   ____________
􀀀 Lab Reports


       ___________
 􀀀 Other: __________________________________

􀀀 Mental Health (including social work notes) ___________ 
 
Please initial the box below if you DO NOT want any of the following records released. All applicable records will be released if nothing is marked.

􀀀 Drug and/or alcohol abuse, diagnosis or treatment. 

􀀀 HIV/AIDS testing and/or treatment. 

􀀀 Psychiatric care and/or mental illness

􀀀 Confirmed STI test results and/or treatment.

􀀀 Other: __________________________________________________________________________
*This authorization will expire on (insert date or event):_______________________________________

*I understand that I may revoke this authorization at any time by notifying the Practice in writing, but if I do, it will 

 not have any effect on any actions that the Practice has already taken in reliance on this authorization.

I understand that my medical records are protected under State and Federal confidentiality regulations. Disclosure of information regarding drug and/or alcohol abuse and treatment, confirmed sexually transmitted infections, including testing or treatment for HIV/AIDS, and diagnosis of mental illness or psychiatric care cannot be released without my written consent.

_____________________________________
      
__________________

(Signature of patient or patient’s representative)


(Date)

*There will be a .75 cent charge per page for all requested medical records.

Phone: (845) 342-4774   Fax: (845) 342-1576







