
Proxy Authorization for Patient Family Member & University Employees 

Date:

To Whom It May Concern: 

Patient Name  ______________________________________
was admitted to Columbia University Medical Center / New York 
Presbyterian Hospital on  month ____________   day 
______________  Year __________. 

Please allow below stated family member and/or University Employee 
access to patient’s medical chart to serve as a source of 
interpretation for medical information. 

Name of Treating Physician (please print) 

Department of Treating Physician (please print) 

Signature of legal representative of patient or patient 

X______________________________ Print Name:______________________

Name:

HIPAA Compliance
Columbia University Medical Center
601 West 168th Street Apt. #22, 2nd Floor
New York, NY  10032
Tel: (212) 342-0059  Fax: (212) 342-5173 
http://www.cumc.columbia.edu/hipaa/


