
RECORDS RELEASE AUTHORIZATION 
 
 
 
 

DOCTOR OR HOSPITAL 
 
 

ADDRESS 
 
 
 

I HEREBY AUTHORIZE AND REQUEST YOU TO RELEASE TO: 
 

Hematology-Oncology of Central New Jersey, P.A. 
180 White Road 

Suite 101 
Little Silver, NJ  07739 

Telephone:  732-530-8666 
Fax:  732-530-4139 

 
 
THE COMPLETE HISTORY RECORDS IN YOUR POSSESSION, CONCERNING MY 
ILLNESS AND/OR TREATMENT DURING THE PERIOD: 
 

FROM ____________________ TO ____________________ 
 

NAME: _______________________________________________________________________ 
 
ADDRESS: ____________________________________________________________________ 
 
 
 
 
SIGNATURE OF PATIENT                                                            DATE 
 
SIGNATURE OF REPRESENTATIVE 
 
RELATIONSHIP OF PATIENT REPRESENTATIVE 
 
WITNESS 
 
 
 
CONFIDENTIALITY NOTICE 

 
This document contains confidential or legally privileged information, intended only for the individual or entity named hereon. If you 
are not the intended recipient, you are hereby notified that any disclosure, copying, dissemination, distribution, or use of this 
information is strictly prohibited, under applicable law.  If you have received this transmission in error, please notify us immediately 
by telephone at 1-732-530-8666.  Thank you  


