
SLEEP & WELLNESS MEDICAL ASSOCIATES, LLC
31 E Darrah Lane Lawrence Twp. NJ 08648

Phone: (609) 587-9944   Fax: (609) 637-9993  www.sleep-wellness.org

MEDICAL RECORDS RELEASE / REQUEST FORM

Patient’s Name: ______________________________________________________

Date of Birth: ____________________________________

Information to be disclosed (check all that apply):

☐ Medical Records
☐ Treatment Records
☐ Diagnostic Records
☐ Other (specify):________________________________

I hereby authorize (*RELEASING* office):

☐ Sleep & Wellness Medical Associates
31 E Darrah Lane
Lawrence Twp. NJ 08648
Phone: (609) 587-9944
Fax: (609)-637-9993

☐ OTHER
_________________________________________________
_________________________________________________
_________________________________________________
Phone/Fax: ____________________________________

to release my medical records via MAIL/FAX *TO* the following physician / office:

☐ Sleep & Wellness Medical Associates
31 E Darrah Lane
Lawrence Twp. NJ 08648
Phone: (609) 587-9944
Fax:  (609)-637-9993

☐ OTHER
_________________________________________________
_________________________________________________
_________________________________________________
Phone/Fax: ____________________________________
ATTN: __________________________________________

Signed: _________________________________________                           Date:_______________

Relationship (Leave blank for “Self”): _________________________________________________


