
Release of Information

Health + Wellness Center  ((934)420-2009    +wellness@farmingdale.edu

17
05

31

Release to:  o Self  (Given)        o Self (Mailed) o Other (Mailed) Date ___________ / ___________ / ___________ 

Name: _____________________________________________________________________________  RAM ID #:  R  _________ -_________ -_________  
 Last                                 First                                Middle

Address: _______________________________________________________________________________________________________________________
  Number                      Street  Apt

 _______________________________________________________________________________________________________________________

 Town                                                                             State                                              Zip Code                                 Country  

I hereby authorize and request the Health and Wellness Center at Farmingdale State College to release to the above specified 

person(s) the following confidential medical information regarding my health:

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

I understand that the medical information being released is strictly confidential and is for professional use only.

Name:  _________________________________________________________________________________________________________________________   
 Last                                    First                                                                               Middle

Date of Birth _______________________________________________________________________    RAM ID #:  R _________ -_________ -_________

Signature ___________________________________________________________ Witness   _________________________________________________


