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AUTHORIZATION 
i We will not condition treatment or payment on whether 
you sgn this authortadion. However, if you refuse to sign 
we cannot release these records.) 

By signing below, lam requesting that Mount Sinai 
provide me with access to health information in the 
manner described on this form. I understand that will 
be contacted if any fees for a summary or explanation 
may be charged for fulfilling this request, and that I 
will have the opportunity to modify to withdraw my 
request if I do not want to pay those fees. 

For a patient unable to sign on hisTher own behalf, please 
indicate authority under which this release is signed: 

Parent c Guardian 0 Other. 
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Return competed form (with any applicable fee) to: 
Mail: Medical Records 

Mount Sinai Radiology Associates 
1 176 Fifth Avenue, MC Level 
Box 1235 
New York NY 10029 
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