MARTA P. SCOTT, MD

303 Park Ave. South, Suite 1143

New York, NY 10010

Tel: 646-775-5765

Fax: 866-497-1743
AUTHORIZATION TO RELEASE MEDICAL AND PSYCHIATRIC INFORMATION
I, the undersigned, hereby authorize the below-named agency or individual to release any information about my psychiatric and medical conditions, including information considered to be highly confidential such as alcohol and drug use, HIV infection or testing, and other sexually-transmitted diseases to Dr. Marta P. Scott.

Name of person or agency authorized to release information: ________________________________ 

Address: _________________________________ 

City/state/zip: _________________________________ 

Patient’s full name (Name at time of treatment, if other than above): _________________________________ 

Date of birth: _________________________________ 

Telephone number: _________________________________ 

Approximate dates of treatment: _________________________________ 

Purpose of release of information: _________________________________ 

Specific information requested: _________________________________ 

This authorization shall be valid for ninety (90) days from the date of signature but may be revoked in writing at any time, except to the extent that action has been taken in reliance thereon.  I hereby release the above-named person or agency from any liability that may arise from the release of the requested information. 

___________________________________ 
___________________________ 

Signature of patient or authorized person 

Date signed 

___________________________________ 
___________________________ 

Signature of witness 





Date signed 

