
    

 

NORTH JERSEY INTERVENTIONAL PAIN CENTER                                     paintreating.com   ·   862.222.4629 
 

        
AUTHORIZATION TO RELEASE MEDICAL RECORDS 

 
 

 
PATIENT’S NAME: _________________________  DATE: _____________ 
 
 
ADDRESS: ___________________________________________________  

STREET ADDRESS 
    
   ___________________    ______________       ____________ 

CITY             STATE              ZIP CODE  
 
 
I hereby authorize  ALL MEDICAL PROVIDERS  
 
   _________________________ 
 
   _________________________ 
   
TO DISCLOSE TO Samuel G. Caruthers, MD  by FAXING to 973-352-9519 
   P.O. Box 429 
   Mountain Lakes, NJ 07046 
 

The complete medical history records in your possession, concerning my illness, treatment and/or 

evaluation during the period ____________________ to __PRESENT___________. 

 
 
 
________________________     _________________ 
PATIENT’S SIGNATURE      TODAY’S DATE 
 
 


