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Decerina Uy MD, P.C.
649 Route 25A Suite 3 Rocky Point, New York 11778

Tel. No. (631) 509-0671 Fax No. (631) 509-0672



    Record Release Authorization Form
Record release from:
______________________________________________________________________________





         Doctor/Clinic/Hospital
Address:

_______________________________________________________________________________

                       Street                                                      City                                       Zip

Telephone No.: ____________________________      Fax No.:___________________________

Patient Information:
Patient Name: __________________________________ Date of Birth: ____________________

Patient Name: __________________________________ Date of Birth: ____________________

Patient Name: __________________________________ Date of Birth: ____________________

Address:

_______________________________________________________________________________

                       Street                                                      City                                       Zip
Home Phone:________________________________ Work Phone: ________________________

I hereby authorize and request that you release my child(ren)’s last wellcare, most recent bloodwork, immunization record and any consultation letters regarding a chronic health issue that you have in your possession to:
Decerina Uy M.D., P.C.

649 Route 25A

Suite 3

Rocky Point, NY 11778

***Please include LEAD TEST results and Date of Last Well Exam ***
Signature of Guardian:______________________________________ Date:_________________
