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N NEWYGI’I(—PI’EE arian Depurtment of Anatomic Pathology

s Hosrital b P 525 East 68" Street, Star 1002 Mail Box 80
1 niversity Hospital of Columbia and Cornel New York, NY 10085

Fhone: 212-746-2700/ Fax: 212-T46-8624
Emall: starr 10frontoffice@nyp.org

AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION AND ACKNOWLEDGEMENT -
OF RESPONSIBILITY

No physician or institution may give confidential information without the consent of the patient. 1f the patient is a minor, the consent form
must be signed by the parent or logal pusrdian and should be witnessed.

This process takes approximately 5-7 business days, The administrative fee for this service is $25.00 and the materialy will be
released upon completion of processing and receipt of payment. Payment may be made in person at the NYPH cashier
(located by the Main Hospital entrance of 68" Street) by credit card, check, or cash; altematively by mail - check or money order
only, to the address above. It is preferable to have the slides and reports sent directly to the physician that will be
performing the consultation. However, the patient and/or their representative may pick up the material directly. Proper photo
ID, proof of payment and this completed form must be provided when picking up slides. Ifany chapges are requested once the
paperwork has been submitted, please contact the office with a written documentation of the changes.

Paticnt's Last Mame: First Mame:
Address: City, State, Zip:
DOB: PH ( )]

Date(s) Procedure was performed;

D am requesting NYPH to Express Delivery/FedEx this material
OR

Dl or the person designated e will be picking up this materlal. You or your
{Prend Mame and Phoae &)

designee must provide proper photo identification for release.
Materials are being sent to: ’

Dr,: at
[Firstand Last Mama of Fivysician) (Hame of Instiuion)

{Aaldress of Inttitution) [Fhona Mumber)

[ herehy acknowededge receipl of the items, which [ am reveving o am having geat {st2 above) from the premises of NewYaork-Predbyledan Hospital, | keseby further
asknowledge that | have bean advised that either all of e material or 2 portion of the materia] needed 1o ronder a diagnous is containad within the abeve-listed informstion. 1
flsrtiner undarstand that boss of or dsmage to the material after it has baen remaved from the premises of MewYork-Preshyterizn Hespital may mgan that dragnestes watarial or
information Slsiler te et in the lost or damaged itams can naver be obiained sgain. 1 agree o retum fo Mawork-Pristyterian Haspital the matertsl 25 sonn as possible. If tha
information 15 nol returned, | refasse NewYaork-Prasbytarian Hospital frem all elaims, labilities, obligations, loges or damages that ey snsz from the availability of the
magriol.

Requester:

Frint Paniant tame o7 Health Care Froxy bame Sigaature Diate
Mote; Please provide proper documentation of Health Cace Proxy and identification.
Eelangnship i Fatiznt {17 signed by ather than the patient) Slgnatite Duie

For gffice use only:
[ Slides & Reports Relegsed fram New York Presbyterian Hospital

O Original, non-reprodacible, items to be removed from the premises of Naw York Presbyterian Hospital

dentification Ferification by NYP dAssoclate: " sl = . G
PRESENT TO CASHIER FOR IN-PERSON PAYMENT AT NYPH: Cashier, please deposit

$25.00 payment into cost center 98-813198-47400, General Pathology Fund. Return this form to
the patient with receipt of payment. Thank you

Recv'd on Warehouss requast on . Sent out/Picked up: Payment Reev'd an Verified by:
NYPH Staff gnly, please note date, fime and fnitials

Revized 52004
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