Annie Steinberg, M.D.

PO Box 531 Narberth, PA. 19072

Tel: (610)639 2667

drannie@mail.med.upenn.edu

TAX ID #: 20-5582125

Medical License: MD 038770E

AUTHORIZATION FOR RELEASE OF INFORMATION

Patient Name:   ________________

Date of Birth:   ________________

I hereby request that Annie Steinberg, M.D. release information about my psychiatric evaluation and/or treatment to (Name) ________________





 (Address)_______________






   ________________.

This consent is in effect from 
______to ________. 


. 

I am hereby informed that I may revoke this authorization (except to the extent that action has been taken) by oral or written request. In addition, I am hereby advised of my right under Section 7100.111.3 of the PA Mental Procedures Act and/or subject to the PA Drug and Alcohol Abuse Control Act to inspect the information to be released. This form has been explained to me, and I certify that I understand its contents. 

x 

---------------------------------------------------------------------- 

(Signature of patient or person authorized in lieu of patient) 

-----------------------------------------------------------------------
 

Witness

Date 

Annie Steinberg, M.D.

PO Box 531 Narberth, PA. 19072

Tel: (610)639 2667

drannie@mail.med.upenn.edu

TAX ID #: 20-5582125

Medical License: MD 038770E

AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby authorize Annie Steinberg, M.D. to release all medical records, laboratory studies, test reports, and summaries about my medical and psychiatric treatment to: 

                                                                                                                               ,

for the purpose of coordination of care. 

This consent is in effect from 
to 
        _                  .

I am hereby informed that I may revoke this authorization (except to the extent that action has been taken) by oral or written request. In addition, I am hereby advised of my right under Section 7100.111.3 of the PA Mental Procedures Act and/or subject to the PA Drug and Alcohol Abuse Control Act to inspect the information to be released. This form has been explained to me, and I certify that I understand its contents. 

x 

---------------------------------------------------------------------- 

(Signature of patient or person authorized in lieu of patient) 

-----------------------------------------------------------------------
 

Witness

Date 

 This information has been disclosed to you from records whose confidentiality is protected by federal law. Federal regulations (42CFR-Part 2) prohibit you from making any further disclosure without the specific written consent of the person to whom it pertains or as otherwise permitted by such regulations. 

