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MEDICAL RECORDS RELEASE AUTHORIZATION

NAME:

______________________________________________________

ADDRESS:

______________________________________________________




______________________________________________________

DATE OF BIRTH:
______________________________________________________

SS#:


______________________________________________________

I HEREBY AUTHORIZE _______________________________________________ TO RELEASE MY MEDICAL RECORDS TO THE FOLLOWING:

⁯  Amherst Sleep Medicine

    ⁯  Buffalo Sleep Medicine

⁯  Southtown Sleep Medicine

1120 Youngs Road


    Millard Fillmore Hospital, 9th flr

4090 Seneca Street

Williamsville, New York 14221

    3 Gates Circle



West Seneca, New York 14224

(716) 923-7326  F: (716) 250- 4000
    
    Buffalo, NY 14209


(716) 923-7326  F: (716) 677- 5255






    (716) 923-7326  F: (716) 887- 5332

⁯  Chautauqua Sleep Medicine
                  ⁯  Lockport Sleep Medicine

⁯  Children’s Sleep Medicine (age 5 and younger)
3965 Vineyard Drive


    770 Davison Road


Women and Children’s Hospital, 9th flr 

Dunkirk, New York 14048

    
    Lockport, New York 14094

219 Bryant Street

(716) 923-7326  F: (716) 366-9580
     
    (716) 923-7326  F: (716) 438- 3899
Buffalo, New York 14222











(716) 923-7326  F: (716) 250-4000

⁯  Ken-Ton Sleep Medicine


1491 Sheridan Drive

Tonawanda, New York 14217










(716) 923-7326  F: (716) 250-4000                                                                                     
SIGNATURE: __________________________________
DATE: _________________

PRINT NAME: _________________________________

THIS SIGNATURE SERVES AS AN AUTHORIZATION TO RELEASE MY MEDICAL RECORDS TO THE NAMED PERSON (S).
