DR. SCAFURI & ASSOCIATES
Internal Medicine, Pediatrics, and Infectious Diseases                 


Authorization for the Release of Health Information


Name:_____________________________________________________________________________________________
	
Address:___________________________________________________________________________________________

Phone:____________________________________________________ Date of Birth_____________________________	
								        			
I authorize:
Provider			Name:__________________________________________________________________
(Who will be		
releasing information)		Address:_________________________________________________________________
				
Requestor			Name:__________________________________________________________________
(Where is the information
being sent)			Address:______ __________________________________________________________
				
Date(s) of Service:___________________________________________________________________________________

Information to be released:
		Complete Record:____________________________________________________________
		Abstract of record to include:___________________________________________________
		Specific Information:_________________________________________________________
		Other:_____________________________________________________________________


I understand that this may include the following information.  If applicable patient should authorize release by initialing on the applicable line.

_____ Substance Abuse  _____ Psychiatric/Mental Health Information ______HIV Information; When appropriate NYS   Authorization for Release of Confidential HIV Related Information (Form DOH 2557)

Reason for Release of Information:_____________________________________________________________________

I understand that this authorization may be revoked in writing at any time, expect to the extent that the action has been taken in reliance on this authorization.  Unless otherwise revoked, this authorization will expire six (6) months from the date signed.  The Practice, its employees, and physicians are hereby released from any legal responsibility or liability for disclosure of the above information to the extent indicated and authorized herein.



Signed:_______________________________________________________ 	Dated:__________________________
		Patient

OR:_________________________________________________________	Dated:___________________________
		Relative or Legal Representative

	North Shore Office
2177 Victory Blvd.	
Staten Island, New York 10314
(718) 370-3730 (phone)
(718) 698-9412 (facsimile) 
	
Website: www.drscafuri.com

Email: drfrankscafuri@gmail.com
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