
MEDICAL RELEASE (HIPPA) FORM

NY CT
PREFERRED OFFICE LOCATION

PATIENT’S NAME DOB

RELEASE OF INFORMATION

I authorize Salerno Wellness to disclose the information including the diagnosis, records, and examination rendered to
me to:

NAME OF PERSON RELATIONSHIP

Information is not to be released to anyone. 

This release of information will remain in effect until terminated by me in writing. 

Messages: 
Please call [ ] My home [ ] My cell [ ] My work 

IIf unable to reach me: 

 Leave a detailed message 

 Leave a message asking me to return your call 

The best time to reach me is between (time)

PATIENT’S SIGNATURE

DATEPATIENT’S NAME

WITNESS’S SIGNATURE

WITNESS’S NAME

This release of information will remain in effect until terminated by me in writing. 

NYC: (212) 582-1700 | 345 E 37th St., Suite 208, New York, NY 10016 
CT:   (475) 269-3128 | 2 Trap Falls, Suite 503, Shelton, CT 06484  

info@salernocenter.com
www.salernowellness.com
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