
 
 

Record Release Authorization to this office:

 
To: _________________________________________________

 

      _________________________________________________

     

      _________________________________________________

 

Phone: ______________________________________________

 

Fax:  ________________________________________________

 

I have been briefed on the new HIPAA regulations by CNY Fertility Center.

 

I give my permission to release my medical records to:  

Michael Grossman, M.D.

38A Old Sparrowbush Road

Latham, NY  12110

Phone: 518-690-0700

Fax: 518-724-5757

 

Records to be sent: ALL   
 
Specific records to be sent:   ___________________________________________________

 

____________________________________________________________________________

 

Name:   ______________________________________________

 

DOB:  _______________________  Social Security Number: ________________________

 

Address: _____________________________________________

 

               _____________________________________________

 

 

Signature: ____________________________________________

 

Date: ________________________________________________
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