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HEAL L  ARE
ASSOCIATES, P.A.

Obstetrice & Qqne@o/ogg

Records Release Authorization

Patient (Please Print): (former name)

My date of birth:

Please release my medical records from:

as described below, and forward them to:

() All of my medical records in your possession, excluding records from other physicians.

() All of my records concerning treatment you have provided for the specific condition(s) as follows:

() Allrecords concerning treatment provided between the following dates and

My records will be needed in time for my appointment on

My current address:

Former address:

Home phone: Work phone:

Thank you for your attention to this matter.

Signature: Date:
Office: Request reviewed Release approved
Release date By

med rec release updated 7/12/2007

135 Newton-Sparta Road, Andover Professional Complex, Newton, NJ 07860 * Tel. (973) 383-8555 * Fax (973) 383-8424
212 Route 94, Suite 2G, Vernon Medical Arts Building, Vernon, NJ 07462  Tel. (973) 827-5040 * Fax (973) 827-4441

www.whcassoc.com



