MEADOWBLOOM
CENTER FOR
PEDIATRIC NEUROLOGY

Shivani Shah, DO, MPH

Release of Records

Patient Name: Date of Birth:

Request and give my permission to release my child’s medical records from the
following medical clinic:

Meadowbloom Center for Pediatric Neurology
985 Paulison Avenue
Clifton, NJ 07011
Tel: 201-890-3253 | Fax: 973-773-8553
The medical records as listed above are to be released to:

Name: Address:

City: State: Zip:

Phone: Fax:

1. lunderstand that this consentincludes and authorizes access to all of the identified patient’s
health information. | also understand that this consent is voluntary and not required to
receive services.

2. lunderstand that this consent is revocable upon notice. | also understand that the consent
shall remain in effect until revoked in writing.

3. lunderstand that this consent authorizes release of psychiatric information, if present.

4. | understand that this consent authorizes release of AIDS/ARC information and/or HIV

antibody testing/results, if present.

Signature of Patient/Legal Guardian Date
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Print Name

Relationship to patient

CONFIDENTIALITY NOTICE

This paper contains information which is confidential or privileged. The information is intended to be
for the use of the individual or entity named on this transmission sheet. If you are not the intended
recipient, be aware that any disclosure, copying, distribution or use of the contents of this paper is
prohibited. If you have received this telecopy in error, please notify us by telephone at 201-890-3253
immediately so that we can arrange for the retrieval of the information at no cost to you.



