
_______ 

SMH48S-PMR 

Authorization for Release of Medical Information 

UNlVERSlTY 0 F 

ROCHESfER 
MEDlCAL CENTER Surgical Pathology 

STRONG~ HEALTH 

STRONG MEMORIAL HOSPITAL

601 Elmwood Ave. Box 626 
Rochester, NY 14642 
Phone: 585-275-3191

Fax: 585-273-3637 

Patient's name: ___________________ _ Date of Birth: _________ _ 

Address:-------------------------------------
City/State/Zip Code: _____________________________ _ 

SS#: _____________ _ Patient's phone #: ( 

Date of Request: ____________ _ Date Needed: _______________ _ 

O I authorize Strong Health/URMC to release IOR I O I authorize Strong Health/URMC to obtain 
Information to: 

Name of Provider or Facility 

Address 

City, State, Zip Code 

----------'---------
Phone #/Fax# (include area code) 

Information from: 

Name of Provider or Facility 

Address 

City, State, Zip Code 




