
Authorization for release of medical records form

I, _________________________ date of birth ___________________ authorize Affiliated Medical Associates of Morristown to release my records to:

Name: ________________________

Address: ______________________

______________________________

The following information is being requested: 

Patient/Guardian Signature (especially if patient is under 18 yrs of age): 

Patient is unable to sign because: _____________________________________________

Date: _________________________
220 Ridgedale Ave, Ste C2 Florham Park, NJ 07932

Phone: 973-538-5844 Fax: 973-267-0181
