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< MID HUDSON

MEDICAL GROUP

Serving the Hudson Valley for over 50 years.
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ENDOCRINOLOGY

Pay My Bill Online

About Fndocrinology

Dr. Meryl Reiclaman, is board certified in Endocrinology and Metabolism. She treats a variety
of Endocrine disorders with special attenion to Type L and Type 2 diabetes with an integrate
Inowledge of insulin pump therapy. Dr. Reichman also freats the following: Gestational
Diabetes, Insulin Resistance Syndrome, Hypothyroidism, Thyroiditis, Thyroid Nodule Disease,
Thyroid Carcinoma Disorders of the pituitary gland; including Pimitary Adenomas
Hyperprolactinemia.

o Acromegaly Cushing Syndrome Enpty sella syndrome Adrenal adenomas Cortisol
excess and Hyperandrogen Syndromes like

 Poly Cystic Ovarian Syndrome (PCOS), Congenital Adrenal Hyperplasia

 Hyperaldosteronism Osteoporasis, Osteopenia, and Pagets of the Bone
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MEDICAL RECORD RELEASE FORM

Telephone:  845/231-5525 (Voice Mail) ( Fax: 845/231-5647  

E-mail: medicalrecords@mhmgpc.com

Patient Name: __________________________ Date of Birth: ______________

Address: ______________________________________________________ 

Phone#: _________________
Primary Care Physician: ____________________

Send Medical Information to:
Reason for Request: {Check Box}

____________________________
     I am leaving the practice

Name of Person or Entity to Receive Information

     I am seeking a specialist and my

_______________________________
     appointment is ______________.

Title {Physician, Therapist, Attorney}
     


     I am seeking health/life insurance.

_______________________________
     

Street Address
     I am seeking disability benefits.

_______________________________
     Other: _____________________

City, State & Zip Code
_______________________________
                  _____________________       

Phone#
Records Requested:

     All Medical Records                                                                     Specific records from __________ to __________

     Immunizations & Physical Examinations                               Radiology Report, Films or CD

Mammography 
____________________/____________________



{Date}


{Date}

Ultrasound of
 ____________________/____________________



{Body Part}

{Date}

CT scan of 
____________________/____________________



{Body Part}

{Date}

MRI
____________________/____________________



{Body Part}

{Date}

I understand that if I request a copy of my medical records for personal use the fee is $0.75 per page.  There is a $5.00 charge for a Radiology CD, and $7.00 per page of copies of Radiology films.

________________________________                  ____________________ 

    Patient (or guardian, if minor child) Signature                   Date

___________________        ___________                  ____________________ 
 

MRT Complete                               Date                                      Executive Review

This release authorizes the disclosure of records for one year from the date signed above.  I understand that these records are protected under Federal and/or State law and cannot be disclosed without written consent unless otherwise provided by law.  I further understand that the specific type information to be disclosed may, if applicable, include: diagnosis, prognosis, and treatment for physical and/or mental illness, including treatment of alcohol or substance abuse, auto-immune deficiency syndrome (AIDS), AIDS related complex (ARC) or human immunodeficiency virus (HIV) infection for any admissions.  

I understand that I have the right to revoke this consent at any time unless the facility, which is to make the disclosure of information, has already done so in reliance on the consent.
www.midhudsonmedicalgroup.com
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