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AUTHORIZATION FOR RELEASE OF PATIENT 
INFORMATION 

 
 

THIS DOCUMENT AUTHORIZES ERIC STELNICKI, MD TO DISCUSS ANY 

COMMUNICATION, WHETHER CONFIDENTIAL OR PRIVILEGED, AND TO 

PROVIDE FULL AND COMPLETE PATIENT REPORTS AND RECORDS 

JUSTIFYING THE COURSE OF TREATMENT INCLUDING BUT NOT LIMITED 

TO:  PATIENT HISTORIES, X-RAYS, EXAMINATION AND TEST RESULTS, 

REPORTS OR INFORMATION PREPARED BY OTHER PERSONS THAT MAY BE 

IN HIS POSSESSION TO MY REFERRING PHYSICIAN OR ANY OTHER 

MEDICAL PERSONNEL WHO MAY BE INVOLVED IN MY CARE. 
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