
I, __________________________________ (please print), hereby authorize and give 
my full consent that Matthew Zimmerman, m.d., contact, obtain, and provide—or 
any or all of the three—my medical history and other related information from/to 
the following people/organizations:

LIST NAMES OF INDIVIDUALS/INSTITUTIONS ALONG WITH THEIR PHONE NUMBERS, FAX 
NUMBERS, OR BOTH:
 
_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
 
 _______________________________________________________________________

I understand that this correspondence may involve a conversation or a transfer of 
written material and that I have the right to revoke the above authorization at any 
time.
 

SIGNATURE:    ____________________________________________________________

PRINTED NAME:    _________________________________________________________

TODAY’S DATE:    ___________________  DATE OF BIRTH:   ________________________
 

NOTICE OF CONFIDENTIALITY

It is understood and agreed to by the recipient of the documents or communication re-
quested above that this is privileged and protected health information and is confidential 
material, by law. Further disclosure or release of the documents or their contents by the 
recipient or any other party is not authorized without the patient’s written consent.

Authorization for Release of Information

Matthew Zimmerman, M.D.

(212) 658-0639

npi  1114188661

105 East 15 Street, #1
New York, NY 10003
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