Consent to Release Information


I _______________________authorize _____________________________________to release my records and/or speak to Dr. Lorraine Maita, MD at 64 River Road, First Floor; Summit, NJ 07901 regarding my health condition. Her telephone number is 973 218-1199 and fax 973 218-1179

[bookmark: _GoBack]I authorize the release of and/or discussion about:
_____Lab or other diagnostic tests
_____Radiology Reports
_____Doctors Notes
_____Other___________________________________________________________________________________
_____Records I do not want released to Dr. Maita__________________________________________
_______________________________________________________________________________________________
 
I also authorize Dr. Lorraine Maita to speak to and release records to:

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I also authorize Dr. Maita to release the following records to the above named doctor. 
_____Lab or other diagnostic tests
_____Radiology Reports
_____Doctors Notes
_____Other___________________________________________________________________________________
_____Records I do not want Dr. Maita to release__________________________________________
_______________________________________________________________________________________________



Signed



Name

Print Name

_________________________________________________________________________________________________
Address

DOB____________________________       Date:_____________________________________________________
