
 
Long Island Neurocare Therapy, PLLC 
Richard Pitch, MD - Medical Director 

 

1739-A North Ocean Ave., Medford, NY 11763-2684 Phone: (631) 714-4100 Fax: (631) 714-4191 
121 Broadhollow Road, Suite 125, Melville, NY 11747 Phone: (631) 923-2772 Fax: (631) 923-2778 

FAMILY / FRIEND / SPOUSE/ PARTNER 
 

Authorization to Obtain or Release Protected Health Information 
 

Patient Name:   Date of Birth:    
 

Health Information to be disclosed upon the request of the person named above: 
(Check either A, B or C): 

 
¨ A. Disclose my complete health record including billing information 

 
¨ B. Disclose my health record, as above, but DO NOT disclose the following: 

(check as appropriate): 
 

¨ Psychiatric/Behavioral Related 
Information 

¨ Billing Account Information 
¨ HIV or AIDS Related Information 
¨ Drug/Alcohol Related Information 
� 

¨ Other (specify):    
 
 

� C. Disclose ONLY (specify):    
 

Form of Disclosure (unless another format is mutually agreed upon between my provider and designee): 
� An electric record or 

access through an online 
portal 

� Hardcopy 
(mailed, faxed, scanned, given to) 

 

This authorization shall be effective until (check one): 
� All past, present and future periods 

OR 
� Date or event:  unless I revoke it. (NOTE: 

You may revoke this authorization in writing at any time by notifying your health care providers, 
preferably in writing.) 

 
 

Name of Individual giving 
authorization 

 Signature of Individual giving authorization  Date 

Name of Witness  Signature of Witness  Date 
 

 

Name of Person/Parent/Guardian Phone Number 

Street Address City, State, Zip 



CHunt
Typewritten Text
N/A
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