Care First OB/GYN Group, LLC
RASHMI ACHARYA, M.D. / VIMALA NUTHAKKI, M.D.
1555 Ruth Road, Suite 5
North Brunswick, NJ 08902
Telephone: (732) 398-3939  Fax: (732) 398-0909
AUTHORIZATION TO RELEASE HEALTH INFORMATION
Patients Name: ______________________________________________ DOB: ________________________
                                                               (Last, First)
Address __________________________________________________________________________
Telephone: (__________) - ___________________                              
I _________________________________________request the Medical Providers to disclose Health Information to the following organization(s) and/or person(s):
Name: ________________________________________________ _________________________________
Address: ________________________________________________________________________________
________________________________________________________________________________________
Telephone: _____________________________________Fax: ______________________________________
I authorize the following information to be disclosed:
	[bookmark: _GoBack]Check one
	Date(s)
	

	__________
	____________________
	Complete Medical Record

	__________
	____________________
	GYN (Pap, Ultrasound, Lab)

	__________
	____________________
	Lab

	__________
	____________________
	X-ray

	
Other or Relating to Particular
	
Reason: ______________________________________________________



Purpose of the Requested Disclosure: Please check one and provide the requested information.
__________  At the request of the patient.  ____________________
                                                                                    (Patient’s initials)
___________ Other
________________________________________________________________________________________
                                                    (State specific purpose of requested disclosure)
Signature of Patient or Patient’s Representative_________________________________________________
Date: _________________
_________________________________________                ________________________________________
     (Printed Name of Patient’s Representative)                                                (Relationship to patient)
