
Record Release Request

To _________________________________________________________
                         (Doctor/ Hospital)

Address ____________________________________________________

City _____________________  State ____________ Zip _____________

I hereby authorize the release of my ______________________________
or copies of such and request that they be transferred to:

Old Tappan Pediatrics
215 Old Tappan Road
Old Tappan, NJ 07675

Name (print) ________________________________________________

Date of records:  From:____________   To: _______________________

Patient/Guardian Signature _______________________ Date: ________


