
 
 

MEDICAL RECORDS RELEASE FORM 
 
 
 
Date: __________________________________________ 
 
Patient’s Name:  ____________________________________________________________________________ 

DOB: _________________________________  SS#: _____________________ 

Telephone: _____________________________  

 
Please release my records to:  
 
                            ____________________________________________________________ 

                            ____________________________________________________________ 

                            ____________________________________________________________                     

 
Please release my MRI films or CD to: 
 
                        ______________________________________________________________ 

                        ______________________________________________________________ 

                        ______________________________________________________________                        

 
 
 
_____________________________________________ 
Patient/Guardian Signature 
 
 

 
Please be advised that release of medical records will take 7 to 10 days from date requested. 

 
 
 
 

Authorized by: ______ 
 

                                                                                                                       Date: _____________ 
 

 
 

New York Sports Medicine Institute | Orthopedic Surgery 
Neil S Roth MD     Gregory Galano MD     Lisa Nason MD     Major Angela Gagliardi MD 

Lenox Hill Hospital, 130 East 77th Street, 8th Floor - Black Hall     Phone: 212-861-2300     Fax: 212-861-2442 
222 N. Westchester Avenue, Suite 308, White Plains, NY 10604     Phone: 914-290-4370     Fax: 914-290-4372 

 


