
 
 
 

Michael L. Parks, MD        Phone: 646-797-8995 
535 East 70th Street, 6th Floor       Fax: 646-797-8909 
New York, NY 10021 
 

CONSENT FOR RELEASE OF MEDICAL INFORMATION 
 

No physician or institution may give confidential information without the consent of the patient.  If the 
patient is a minor, the consent must be signed by the parent or legal guardian and should be witnessed. 
 
Kindly Furnish To:  
    
  Michael L. Parks, MD  Hospital for Special Surgery 
      535 East 70th Street, Suite 640 
     New York, NY 10021 
 
The following information from my medical record: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Patient Name: ___________________________  DOB: __________________________________ 
 
Patient Address: _______________________________________________________________________ 

________________________________________________________________________ 
 

 
Signature: ______________________________  Date: __________________________________ 
 
Relationship to patient, if other than patient: ________________________________________________ 
 
Witness: _______________________________ 


