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Authorization to Disclose Medical Information


I, ___________________________________, hereby authorize__________________________ 

located at__________________________________ to release my medical records to the office 

of Dr. Kristina Rath, fax number (203) 287-6901.  My date of birth is_____________________.


Purpose of Disclosure: ___________________________________________


Dates of Service to Release: _______________________________________


Exclusions (please initial or leave blank if none): 

Drug/Alcohol _____ 	 Mental Health______	   STDs _____    HIV/AIDS________


This authorization is valid for one year. 


Patient’s Signature: ___________________________________ Date: ____________________

Print Name: _____________________________________


Signature of Parent, Guardian, Conservator or Designee (if applicable):____________________

Relationship: ______________________________ Date: __________________




