
PATIENT AUTHORIZATION FOR RELEASE OF 
MEDICAL INFORMATION TO THIRD PARTY

PLEASE PRINT PATIENT INFORMATION   

LOCATION(S) OF SERVICE (check only those where you received services): 

PLEASE FILL IN INFORMATION AND CHECK ALL BOXES THAT APPLY 

LAST NAME:                                                                       FIRST NAME:                                                       MIDDLE:

Name at Time of Treatment (If different than above)

Date of Birth (MM/DD/YYYY): Phone: Email (optional):

Street Address: City & State: Zip Code:

¨ Mount Sinai Beth Israel	 ¨ Mount Sinai Hospital

¨ Mount Sinai Queens	 ¨ New York Eye and Ear Infirmary at Mount Sinai

¨ Mount Sinai West (aka Roosevelt)	 ¨ Mount Sinai Brooklyn (aka Kings Highway)

¨ Mount Sinai St. Luke’s	 ¨ Mount Sinai Union Square

¨ Mount Sinai Chelsea	 ¨ Other - Please Specify: __________________________________________

¨ Mount Sinai Doctors Faculty Practice: 

¨ Long Island          ¨ Manhattan/Queens          ¨ Brooklyn          ¨ Bronx/Westchester          ¨ Staten Island

Records/Information Requested	 Date(s) of Service	 Location(s) of Service

¨ Inpatient Visit(s): 
	 ¨ Discharge Summary 

	 ¨ Operative Report	 _______________________	 _____________________________________________

	 ¨ Entire Record

	 ¨ Other____________________________

¨ Ambulatory Surgery

	 ¨ Operative Report

	 ¨ Entire Record	 _______________________	 _____________________________________________

	 ¨ Other____________________________

¨ Emergency Department (ER)	 _______________________	 _____________________________________________

¨ Outpatient Physician Office

	 ¨ Provider Name __________________________	 _______________________	 _____________________________________________

¨ Outpatient Clinic

	 ¨ Clinic Name _____________________________	 _______________________	 _____________________________________________

¨ Test Results:
	 ¨ Cardiac Cath Reports         ¨ Radiology Reports          ¨ Pathology Reports         ¨ Laboratory
	 ¨ Cardiac Cath Films              ¨ Radiology Images           ¨ Pathology Slides	 _____________________________________________

¨ Other____________________________	 _______________________	 _____________________________________________

Records to be disclosed:  	 ¨ do include 	 ¨ do not include HIV-related information 

	 	 ¨ do include 	 ¨ do not include Alcohol and Drug Abuse records

	 	 ¨ do include	 ¨ do not include Psychiatric Records

	 	 ¨ do include	 ¨ do not include Genetic Testing Results
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Authorizing release of records to:

¨ Healthcare Provider	

¨   
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SEND COMPLETE FORM TO THE MOST APPROPRIATE AREA LISTED BELOW

Site Address Telephone Number

The Mount Sinai Hospital

The Mount Sinai Hospital
HIM/Medical Records

One Gustave L. Levy Place, Box 1111
New York, NY 10029

212-241-7607

Mount Sinai Queens

Mount Sinai Queens
HIM/Medical Records

25-10 30th Avenue
Long Island City, NY 11102

718-808-7683

Mount Sinai Beth Israel

Mount Sinai Beth Israel


