


I understand that this Authorization will remain in effect until it expires as set forth above, or I provide a written notice of 
revocation to the attention of the Health Information Management Department (HIM) at the address listed above. The 
revocation will be effective upon HI M's receipt of my written notice, except that the revocation will not have any effect on any 
action taken by the Hospital in reliance on this Authorization before it received my written notice of revocation. 

If I have questions about the disclosure of my health information, I can contact the Health Information Management Department at 
609-584-6620.

I have read and understand the terms of this Authorization and I have had an opportunity to ask questions about the use and 
disclosure of my health information. I hereby, knowingly and voluntarily, authorize the Hospital to use or disclose my health 
information in the manner described above. 

Signature of the Patient Date Signature of Witness or Employee 

If the patient does not have legal capacity or is otherwise unable to sign this Authorization, please sign and complete the 
information below: 

Signature of authorized Legal Guardian, Health Care Agent or other authorized Personal Representative 
(Please attach documents supporting relationship as Legal Guardian, Health Care Agent or other authorized Personal 
Representative) 

Relationship Date Witness 

For Office Use Only: 

ID checked: YES or NO ID type: ___________ _ 

Date Released: _____________ _ Time: ____________ _ 

Signature: ________________ _ Printed Name: ________________ _ 

Medical Record Request Fees: 

Medical records are provided at no cost when the records are requested to be sent to another healthcare provider for patient care. 
For all other requests, there is a charge to the patient/requester. 

One Hamilton Health Place• Hamilton • New Jersey• 08690-3599 • 

Health Information Management Department• Telephone#: 609-584-6620 •Fax#: 609-584-6692 
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