
AUTHORIZATION TO TRANSFER MEDICAL RECORDS

I understand that my physician, Dr. Douglas Steinbrech, is leaving Gotham Plastic Surgery on
December 15th, 2022, and that he is opening a new practice. I further understand that I have
the right to request that my medical records be transferred to a physician of my choice.

By signing this authorization, I am requesting and specifically authorizing a representative of
Gotham Plastic Surgery (the “Representative”) to transfer all of my medical records to Dr.
Steinbrech at Douglas S. Steinbrech, M.D., P.C. I understand that “my entire record” includes,
but is not limited to: demographic information, patient histories, medication lists, tests, and
diagnoses. I further understand that my entire medical record may contain sensitive information
such as treatment for alcohol and drug abuse treatment, HIV/AIDs, mental and behavioral
health (other than psychotherapy notes) and genetic information.

I ☐ do  ☐ do not authorize this information to be disclosed electronically.

I have a right to revoke this authorization in writing, except to the extent that action has been
taken in reliance on this authorization. In order for the revocation of this authorization to
be effective, the Representative must receive the revocation in writing, and the
revocation must include:

a. My name and address,

b. The effective date of this authorization, and the recipient of the Protected Health
Information according to this authorization,

c. My desire to revoke this authorization, and

d. The date of the revocation, and my signature.

This authorization shall expire once my entire medical record has been transferred in
accordance with this authorization. After this event, the Representative can no longer
use or disclose my medical records for this or any other purpose without first obtaining a
new authorization form.

AUTHORIZATION TO TRANSFER PREPAID FUNDS

I hereby authorize Gotham Plastic Surgery to transfer any and all funds I have prepaid for
upcoming surgeries with Dr. Douglas Steinbrech. All funds should be sent directly to a deposit
account designated by Dr. Steinbrech for his new practice.

* * *

I fully understand and accept the terms of the foregoing authorizations.

Signature of Patient or Date
Patient’s Representative

Name of Patient (Print)


