
To Whom it may concern: 

BHARAT DASANI, M.D 

44 ROUTE 23 NORTH, SUITE 7 

RIVERDALE, NJ 07457 

Tel: 973-248-1550 

Fax: 973-248-1560 

I, , (print name, DOB), do hereby authorize the 

release of my medical records and insurance information to: 

I understand these records will be held in confidence and only released for purpose of claims 

authorization and billing. 

Signature __________________ _ 

Witness 
-------------------

Date: 




