
CONSENT FOR MEDICAL RECORD DISCLOSURE 
 
 
I acknowledge that I have voluntarily sought medical assistance from Bergen Urological 
Associates.   
 
I authorize Bergen Urological Associates to disclose my medical records to any 
appropriate party when required for the collection of benefits, payment for charges, or 
communication of medical information to other health care providers.   
 
 
               Patient Signature                                                       Date 
 
 
 
     Relationship if other than the patient 
 
 
 
                            Witness 


