
Annex 2 to the ISO Instructions

RULES FOR PROVIDING INFORMATION AND DISCLOSING MEDICAL RECORDS AT THE MOTHER AND CHILD INSTITUTE

MOTHER AND CHILD INSTITUTE

Ul. Kasprzaka 17a, 01-211 Warsaw

Tel. 22 32-77-422; fax. 22 32-77-126

AUTHORIZATION TO ISSUE A MEDICAL DOCUMENTATION

I authorize:



.............................................................................

Identified by (type of document) 
............................................................................. 
series and number 


.............................................................................

For receipt of the following medical information:  
.................................................................................................................................................... .................................................................................................................................................... .................................................................................................................................................... ....................................................................................................................................................

Authorizing party:

First name and last name

.............................................................................
Social Security number

.............................................................................

Registered address


.............................................................................

Date and place of birth

.............................................................................

Date 




.............................................................................
Signature of the authorizing party
.............................................................................
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