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Authorization For Release of Medical Records

To Previous Physician / Practice / Hospital:

Please release the complete medical records of my child/children to:
Tribeca Pediatrics

11 Park Place

Suite 1200

New York, NY 10007

Name of Child/ Children:

Date of Birth:

Date of Birth:

Date of Birth:

“l authorize and request the disclosure of all protected information for the purpose of review and evaluation in connection
with a legal claim. | expressly request that the designated record custodian of all covered entities under HIPAA identified
above disclose full and complete protected medical information including the following:

All medical records, meaning every page in my record, including but not limited to: Office notes, face sheets, history and physi-
cal, consultation notes, inpatient, outpatient and emergency room treatment, all clinical charts, reports, order sheets, progress
notes, nurse’s notes, social worker records, clinic record, treatment plans, admission records, discharge summaries, request for
and reports of consultations, documents, correspondence, test results, statements, questionnaires/histories, correspondence,
photographs, videotapes, telephone messages, and record received by other medical providers.”

Signature of Parent/Guardian Authorizing Release:

Relationship to child/children:

Date:

*If you'd like a copy of the records returned to you, please include a self
addressed manila envelope with your child’s records.
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