
RW-Barnabas 
HEALTH 

REQUEST FOR COPY OF MEDICAL RECORD & 
AUTHORIZATION TO DISCLOSE HEALTH INFORMATION TO OTHERS 

DROP OFF or MAIL OR MAIL OR FAX 

*Recommended Option The completed form to: 

The completed form to your RWJBH Medical Group 

provider's office where you Attn: Medical Records 
The completed request 
to: 973-324-5203

received care. 379 Campus Drive 

Somerset, NJ 08873 

If a copy fee is applicable, it will be applied according to New Jersey Regulations. 

PATIENT Last Name First Middle 
------------ ----------- --------

Maiden or Other Name DOB 
------------ -----------------------

CITY STATE ZIP 
-------------------- -------- ----------

Home Phone Cell Phone 
-------------- ----------------------

Physician/Practice Name and Location: ____________________________ _ 

For the following dates of service: From: ______________ To: ____________ _ 

INFORMATION TO BE DISCLOSED: 

D Complete Record D Labs, X-rays & Tests D Immunization Record 

D Abstract (last 3-6 months Lab Tests, past year Pathology/Radiology, growth charts, ECGs/ EKGs, and other 
special tests) 

D Other. 

This authorization is limited to treatment received at the following: RWJBamabas Health Medical Group. 

I hereby authorize the RWJBamabas Health Medical Group to disclose my health information to: 

Name/Company:-----------------------------------

D Secure electronic delivery to email address:----------------

D Paper copies sent via mailing address:_-------------------------

The mformabon to be disclosed to and used by the above 1s for the following purpose: 

0 PERSONAL USE BY PATIENT D CONTINUING CARE D ATTORNEY/LEGAL D OTHER: _______________ _ 
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