BROOKLYN WOMEN’S SERVICES, LLC
9201 FOURTH AVENUE




PHONE: 718-748-1234

BROOKLYN, NY 11209





FAX: 718-748-4253
REQUEST OF MEDICAL RECORDS RELEASE

We understand that information about you and your health is personal, and we are committed to protecting the privacy of that information.  Because of this commitment, we must obtain your authorization before we may use or disclose your protected health information from the medical record maintained by the center for the purposes described below.  This form provides that authorization and helps us make sure that you are properly informed of how this information will be used or disclosed.  Please read the information below carefully before signing this form.

USE AND DISCLOSURE COVERED BY THIS AUTHORIZATION.

♦ I hereby authorize __________________________________________________

____________________________________________________________________

____________________________________________________________________

For release protected health information from the medical record(s) of:

Patient’s Name:__________________________Date of Birth_________________

Address:____________________________________________________________

____________________________________________________________________

From the period of: ______________________ to________________________

To the individual or organization listed below:

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

I also understand that this consent may be revoked by me or my parent/legal guardian at any tine by submitting written notice, except to the extent that action has been taken. 
Signature of Patient or Legal Guardian: _________________________________________________

Today’s Date: __________________________

*** .75 CENTS PER PAGE UNLESS GOING TO ANOTHER PHYSICIAN***

