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Authorization for Release/ Patient Access of Medical Information
Patient Name: ______________________________ Date of Birth: ________________________

Address: ______________________________________________________________________ 

Phone # _______________________________Fax/Email: ______________________________

1. I hereby authorize the Medical Records Department at Armonk Child and Adolescent Psychiatry to release information from my Medical Record to (if self please indicate below):

2. Name: ______________________________________________________________________

Address: ______________________________________________________________________

City, State, Zip Code: _______________________________Fax: _________________________

EMAIL (if you would like the records to be emailed, by providing an email address you acknowledge that e-mail is not a secure medium and the confidentiality of email messages cannot be guaranteed, there are inherent confidentiality risks in communicating by email.):_____________________________________________________________

For the purpose of (please check applicable ones)

        o Personal                    

        o Legal Review               

        o  Insurance                

        o Other (please specify)__________

3. I limit the information to be released to the following (Please check one)

       o All Records 

       o Covering Records from on or about (Date):___________to(Date):__________________

       o Other (please specify)__________

4. This authorization will automatically expire in three months from the date of signature. I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing and present my written revocation to the Medical Records Department at Armonk Child and Adolescent Psychiatry. I understand that the revocation will not apply to information that has already been released in response to this authorization.

_____________________________________________        _____________________________

Signature of Patient/Representative/or Legal Guardian          Date 

_____________________________________________         ____________________________

If other than patient, relationship to patient                              Witness
