
Patient Name: Date of Birth: Patient Account:

Patient Address:

5. Name and Address of Provider or Entity to Release this Information: New York Oncology Hematology, P.C. [INSERT OFFICE ADDRESS]

6. Name and Address of Person(s) to Whom this Information Can be Disclosed:

7. Purpose for Release of Information:

ow may be disclosed from: ________________ until ________________   
                                                                                                                                                     Insert Start Date                                          Insert Expiration Date or Event

 All health information (written and oral), except

__________________________________________________________________________________

9. If not patient, name of person signing form: 10. Authority to sign on behalf of patient:

For the following information to be disclosed to the 
party set forth above, please indicate the information to 
be disclosed and initial below.                          

Information to be Disclosed Initials

Records from alcohol/drug treatment programs

Clinical records from mental health programs

HIV/AIDS related information

Genetic testing records


