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AUTHORIZATION FOR THE RELEASE OF PROTECTED HEALTH INFORMATION TO / FROM MAIMONIDES MEDICAL CENTER
AND / OR MAIMONIDES FACULTY PRACTICE
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4802 Tenth Ave, Brooklyn, NY 11229
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| Maimonides Cancer Center
6300 Eighth Avenue, Brooklyn, NY 11220
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[ Request for an electronic copy of health information.
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[0 Request for an electronic copy of discharge instructions.
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[ The following HIV-related information, (which is any information indicating that you have had an HIV-related test, or have HIV
infection, HIV-related illness or AIDS, or any information which could indicate that you have been potentially exposed to HIV).
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This authorization will expire six (6) months from the date hereof, unless there is a date or event described below
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Signature of Patient or Personal Representative
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Print Name of Patient or Personal Representative
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CONTACT INFORMATION
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The contact information of the patient or personal representative who signed this form should be filled in below.
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