
.%RUNA RAKNRU. M.D. 
KANDR BULDINC 

22 IRM ROAD, StrtTE 1048 
Poughkeepsie, New York 1 2601 

Telephone: (845) 463-1044 FAX: (845) 463-1 043 

RE LE A S'EL4W~BQR~.ZATJ 03. F Q M  D IGILmCQQRDS: 

DATE: 

TO: -- -- 

PATIENT NAME: - -,- 

DATE OF BIRTH: . SSN 

This is to anthorize any physician, hospital, medical attendant, or any other health care provider 
to furnish to Dr. Aat~na Bakhru, M.D., Ksndr Building, 22 I RM Road, Suite 1048, Poughkeepsie, 
New York 12601 any and all information or opinions which may be requested regarding my 
medical condition or treatment by you. 

You are further requested to disclose no information to any other persons without written 
aufhoritv from me to do su. 

Photocopies of this authorization and my signature are acceptable. T h i s  autborhation is valid tor 
two pars  from the date of signing. 

.- 

Patient signature Date Signed 


