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2005 Palmer Avenue Suite 291 Larchmont, NY 10538
Phone: 914.637.7010

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION


Patient's Name: _____________________________________________________


Date of Birth: ______________________________________________________

Address:_______________________________________________


I request and authorize________________________________________________	to release healthcare information of the patient named above to: 

MAC Angels Foundation 
2005 Palmer Avenue Suite 291 
Larchmont, NY 10538


This request and authorization applies to: healthcare information relating to the following treatment, condition, or dates: 

ALS______________________________________________________________

Patient or Authorized Representative Signature: ________________________________


Date Signed: 


Print Name: 



Please explain Representative's authority to act on behalf of the patient: 


_____________________________________________________________
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