
 
 
 
 
 
 
 
 
 

New Image Medical Center 
103 Parker Road 

West Long Branch, NJ 07764 
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fax: (732) 923-1772 

 
 

Authorization for transfer of your medical  
records to New Image Medical Center 

 
 
 
Form Instructions 
 
You must complete pages 2-3 of this Patient Authorization Form if you are 
authorizing another medical practice or institution to release (disclose) any 
portion of your health care information to New Image Medical Center. 
 
Its as Easy as One, Two, Three……. 
 
1.) Fill out Section #1: This section contains important Patient Information 
 
2.) Fill out Section #2: This section tells your previous provider what health information you 

would like to release to New Image Medical Center and for what purpose. 
 
3.) Fill out Section #3: This section tells your previous provider that you have read and 

understand the Terms of this Patient Authorization. 
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NEW IMAGE MEDICAL CENTER 
PATIENT AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 

 
As provided by the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have 
the right to authorize disclosure of your protected health information (PHI). Once received, New 
Image Medical Center has implemented safeguards to protect your health information (a Notice of 
New Image’s Privacy Practices is available at the Medical Center or on our website.)  
 
 
Section #1: Patient Information 
Patient Name: ________________________ ________________________ ____________ 

       Last         First     Middle 
Home Address: ____________________________________________________________ 

____________________________________________________________ 
Home Telephone: (___) __________________ Date of Birth: _______________________ 
 
Section #2 – Information Being Requested 
I hereby authorize: 
_________________________________________________________________________ 
Practice Name 
_________________________________________________________________________ 
Address 
 
Reason for Release: 

Permanent Transfer     Personal Copy     Legal     Insurance Application     Other 
 
To release (disclose) the health information listed here to New Image Medical Center. 
Please be specific and list provider’s names, types of information and dates 

ALL RECORDS    LAB RPTS    X-RAY RPTS    EKG RPTS    OTHER 
__________________________________________________________________________
__________________________________________________________________________ 
__________________________________________________________________________
__________________________________________________________________________ 
 
Release this health information to: 
 
New Image Medical Center 
103 Parker Road, Suite B 
West Long Branch, NJ 07764 
tele: (732) 923-1777 
 
STATUTORILY PROTECTED INFORMATION 
If [Provider] has any of the following types of information in its files, such information will not 
be released from your records unless you indicate your authorization by initialing the space 
next to each category and provide your signature below. 
 
Mental Health ____    Alcohol and substance abuse _____  Abortion _____ 
Sexually Transmitted Diseases _____  Physical Abuse _____    AIDS/ARC _____ 
HIV Testing _____    Genetic Testing _____ 
 

SIGNATURE REQUIRED  I hereby authorize release of any data in my records for the 
categories indicated above by my initials. 
____________________________________________ 
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Section #3: Terms of this Authorization 
 
Please indicate that you have read and understand the terms of this 
Authorization. If you need assistance or have questions, please call (732) 923-1777. 
• I understand that [Provider] will not condition my treatment performed by [Provider] and 

staff or condition the approval of referrals to specialists or hospitals on my signing this 
Authorization. 

• I understand that [Provider] will release my health information as directed by the terms 
and conditions of this Authorization. I understand that information once released 
according to this Authorization is out of [Provider’s] direct control and can no longer be 
safeguarded by [Provider] or prevent such information from re-disclosure by the 
recipient. 

• I understand that I may revoke this Authorization in writing at any time. 
• I understand that this Authorization will remain valid for 90 days from the signature or until 

(enter date or event here)____________, or until I revoke it in writing. 
• I have read and understand the terms of this Authorization and I hereby authorize the 

release of my health information in the manner described above. 
 
_________________________________________________ ________ 
Signature of Individual/Designated Personal Representative** Date 
 
____________________________________ ____________________________________ 
Printed name of Patient        Printed name of Personal Representative 
**Note: If this form is signed by anyone other than the patient, the Patient Authorization is not 
valid unless your Designated Personal Representative documentation is on file with [Provider]. 
                         ________________________________________________ 
 
If Individual is a minor, please complete the information below: 
_____________________________________       _______________      ________ 
Signature of Parent or authorized      Relationship      Date 
Legal Guardian 
 
____________________________________ 
Printed name of Parent or Legal Guardian 
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