
     202 FALLWOOD PKWY   FARMINGDALE, NY 11735 

        

   TEL: (516) 249-1999  FAX: (516) 249-1911 

 RECORDS RELEASE AUTHORIZATION 

I hereby authorize: 

Practice Name or Physician: ________________________________________________ 

Address: ________________________________________________________________ 

Telephone/Fax: __________________________________________________________ 

To release medical records to Farmingdale Primary Care 

Please release all records in your possession regarding my illness and/or treatment during the period from: 

_________________________ to ________________________ 

Date: _____________________________ 

DOB: _____________________________ 

Name: ___________________________________________ 

Current Address: ___________________________________________

                   ___________________________________________ 

                    ___________________________________________ 

Signature: _________________________________________________ 

        (Please state relationship if not self) 

(if known by another name please include) 
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