
AUTHORIZATION TO TRANSFER MEDICAL RECORDS 
 
 
1. PATIENT INFORMATION. 

Name ________________________________ Date of Birth __________________________ 

Address ______________________________ 

_________________________________________ 

2. AUTHORIZATION FOR RELEASE. I, ________________________ , hereby authorize Dr. Catherine Craig, 
of Evolution Acupuncture LLC of 43 W Front St, Red Bank, New Jersey 07701, to release, disclose, and deliver 
the medical information described below to: 
 
AUTHORIZED RECIPIENT: 
Jaclyn Vanderbeken MS LAc of Flow Point Acupuncture LLC 
130 Maple Avenue Building 9 Suite 9 
Red Bank, New Jersey 07701 
 
3. SPECIFIC AUTHORIZATION. I specifically authorize the release of ALL medical information relating to the 
above-named patient including but not limited to the following categories protected by state or federal law: (1) 
Substance abuse (drug or alcohol) treatment; (2) Mental health treatment; and (3) HIV-AIDS-related information, 
if such information is contained in the records. This authorization includes reports, correspondence, test results, 
and any other information in the records, whether generated by the authorized provider or another entity. 
 
I do not give permission for any other use or redisclosure of this information. 

By: _____________Catherine Craig D.Ac._________________ 

Patient__________________________    Date __________________ 

4. REDISCLOSURE. This release does not authorize redisclosure of medical information beyond the limits of 
this consent. The Recipient of this information is prohibited from using the information for other than the stated 
purpose, and from disclosing it to any other party without further authorization. The following written statement 
should accompany certain disclosures: 
This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 
2 and 45 CFR Parts 160 and 164). The Federal rules prohibit you from making any further disclosure of this 
information unless further disclosure is expressly permitted by the written consent of the person to whom it 
pertains or as otherwise permitted by 42 CFR Part 2 and 45 CFR Parts 160 and 164. A general authorization for 
the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use 
of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 
I specifically understand and agree that the REDISCLOSURE requirements set out above will apply to these 
records. 
 
I authorize the release of information as indicated above. 

By: _________Catherine Craig D.Ac._____________________ 

Patient__________________________    Date __________________ 

	


