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As you are aware. there arc very strict governmental mandated rules conccming patient confidentiality LAURA A GARCIA A. ( NP
and release of patient medical infonnation. Therefore, In our continumg efforts to improve paticnVphyslcian
comrnurucations. RNA can oiTer you additional ways to receive information, \\'ith your signed authorization,
concerning your care and treatment.

845 353.4344
F 845.353 2661

web site: www.rocKlandneurolo&lCal

PART I:

If there is any FAM-.LY MEMBER OR ft""RfEND whom we may discuss or release information on yuur behalf,
please list them here: 0 No one

~ N_a_m_c R_c_l_a_li_o_n_sh_i_
P

_

I understand that I may revoke or change this authorization at any time In "'TIting

Signature Date

Print Nllme

PART U:

I authonzc you to leave test results, apJX>intrnent confinnations, and messages on my ans\\ering machine if I do not
answer the telephone.

I understand that I may revoke or change this authorV..atJon at any tJme in writing.

Signature Date

Print Name

=

PARTID:

If you \\-'auld like to authorize us (0 receive infonnatJonlresullS from any other physician, health care provider,
Radiology group or laboratory, please check or list them here"
a None

Please use blank lines for "other"

o MRIorCATScan
Name. Address, Telephone

J Physician
Name, Address, Telephone

1 Other
Name, Address, Telephone

Signature Date

Print Nome


