
    SUMMIT PEDIATRIC ASSOCIATES, P.A. 
     33 Overlook Road, Suite 101 
     Summit, NJ 07901 
       (908) 273-1112 
                        FAX: (908) 273-1146 
 
 
                      RECORDS RELEASE 
      
 
        Date ___________________ 
 
To _____________________________________________________________________ 
 
 
________________________________________________________________________ 
 
I hereby authorize you to release to 
 
 
   
   
 
Any information including the diagnosis and records of any treatment or examination 
rendered to   ______________________________________________________ 
    
   ______________________________________________________ 
 
during the period from _________________________ to _________________________ 
 
 
        
       ______________________________ 
         SIGNATURE 
 
_________________________________  ______________________________ 
  WITNESS 


