
 

AUTHORIZATION FOR TRANSFER OF MEDICAL RECORDS 

 

Name:__________________________________________  Date of Birth: __________________ 

 Last   First   Middle 

 

Authorization for Use/Disclosure of Information:  I authorize and direct Brian Abaluck, LLC, to 
disclose and transfer my medical record and any other health information to the Recipient identified 
below.  
 
Recipient:   Name: 
 
  Address: 
 
  Email: 
 
  Phone: 
 
Provider: Physician/Provider Name: 

 
Provider Fax, if known: 

Purpose:  The specific purpose of this Authorization is to enable my new provider of health care services to 
provide me with better informed care.    
 
Information to be disclosed:  This authorization permits the above provider to disclose the following 
medical records:  
 All of my health information that the provider has in his or her possession, including information relating 

to any medical history, mental or physical condition and any treatment received by me. 
 All of my health information described above except for the following: 

_________________________________________________________________________________. 
 Only the following records or types of health information: (Insert dates of treatment, types of treatment or 

other designation.)__________________________________________________________________. 
 
Term:  This Authorization will remain in effect permanently due to the closing of Dr. Abaluck’s practice. 
Redisclosure:  I understand that once my health care provider discloses my health information to the 
recipient identified above, Brian Abaluck, LLC cannot guarantee that the recipient will not redisclose my 
health information to a third party.  The third party may not be required to abide by this Authorization or 
applicable federal and state law governing the use and disclosure of my health information. 
Refusal to sign/right to revoke: I understand that I may refuse to sign or may revoke (at any time prior to 
disclosure) this Authorization for any reason.  However, Dr. Abaluck will no longer be practicing and 
therefore the transfer of records may be important for the continuity of my care.  
Revocation:  This Authorization will remain in effect until the term of this Authorization expires or I provide a 
written notice of revocation to Brian Abaluck, LLC at the address listed below.  The revocation will be 
effective immediately upon Brian Abaluck, LLC’s receipt of the revocation notice, except that the revocation 
will not have any effect on any action taken by Brian Abaluck, LLC in reliance on this Authorization before it 
received any written notice of revocation. 
 
Questions: Contact Dr. Abaluck’s staff with questions until January 12, 2024 at 484-888-0091. 
 
Your Signature :    Date:  
 
Please mail to Brian Abaluck, LLC.  462 e. king Rd, 1st floor.  Malvern, PA 19355   
 
Or, email a signed and scanned copy of records to records@brianabaluck.com.  This email is for record 
requests only. 


