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AUTHORIZATION FOR RELEASE OF INFORMATION

Date: (.)O(V\ \ 7,01’7

I hereby authorize Cayuga Medical Q;%ier at Ithaca to release coples of

ecords to:

(authorized designee)
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DESCRIPTICN OF INFORMATION TO BE RELEASED:
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Dates of Hospitalization or Treatment:

NO.:

D.C.B.:

Names:

I also, release Cayuga Medical Center at Ithaca from all legal

that may arise from release of information requested.

(signature of patient or next of kin)
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