MEDICAL CENTER

INFORMED AUTHORIZATION / CONSENT FOR THE RELEASE OF MEDICAL RECORDS

 1HEREBY AUTHORIZE THE ATLANTIC GITY MEDICAL CENTER TO:  ( )RELEASE () OBTAIN
THE MEDICAL RECORDS OF: ___ R o

— —

WHOSE DATE OF BIRTHIS: ___

—

ANOD DATE OF TREATMENTWAS: ___ - _ _ —
() TORELEASE TO: ( )TOOBTAINFROM: ___ _ —_——— —_————
FORTHEPURPOSEOF:____ : * N
PLEASE CHECK THE PROPER CATEGORY/TYPE OF PATIENT VISIT: v .
(') OUTPATIENT () EMERGENCY ROOM ~ ( )ounic (  )INPATIENT
PLEASE CHECK WHAT IS SPECIFICALLY TO BE RELEASED: 3 ' '

 { )DISCHARGE SUMMARY () REPORT OF OPERATION ( ) PATHOLOGY
{ ) LABORATORY TESTS () RADIOLOGY { )JEKG
OTHER: : ’ ) L

| UNDERSTAND THAT THESE MEDICAL RECORDS MAY OR MAY NOT CONTAIN iNFORMAT:ON PERTAINING
TO PSYCHIATRIC COUNSELING OR TESTING; ALCOHOL OR DRUG ABUSE COUNSELING OR TESTING;
AND/OR H.LV. / A.R.C. TESTING. | DO EXPRESSLY AND VOLUNTARILY AUTHORIZE THE DISCLOS%HE OF

NOTICE TO THE RECIPIENT OF RECORD:

THIS INFORMATION HAS BEENICISCLOASED TO YOU FROM RECORDS PﬁOTECTED BY FEDERAL LAWS OF
CONFIDENTIALITY (42 C.F.R. PART 2). THESE LAWS PROHIBIT YOU FROM MAKING ANY FURTHER
DISCLOSURE OF THESE RECORDS, UNLESS FURTHER DISCLOSURE IS EXPRESSLY PERMITTED BY

WRITTEN AUTHORIZATION BY THE PERSON TO WHOM IT PERTAINS OR AS OTHERWISE PERMITTED BY 42 . -

C.F.R. PART 2. A GENERAL AUTHORIZATION FOR THE RELEASE OF THESE MEDICAL RECORDS 1S NOT
%,FS‘;!?I'EE%TAFB%%E.NS PURPOSE. YOU MAY ONLY USE THESE MEDICAL RECORDS FCR THE PURPOSE(S)

DATEDTHIS ______DAYOF __.20
(WITNESS) - . PATIENT SIGNATURE, PARENT, LEGAL GUARDIAN, OR
. A T . . . . .

LEGALLY AUTHORIZED AGENT)

I

1925 Pacific Avenue, Atiantic City, N) 08401 = 609-345-4000
Jimmice Leeds Road, Pomona, NJ 08240 & 609-652-1000.
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