
 

 Greenwich Health, PLLC                                        Board Certified Anesthesiology 

  Julie Huang-Lionnet, MD                         Subspecialty Certification in Interventional Pain Management 

1472 Post Road, Darien, CT 06820                                          Certified in Venous, Regenerative and Cosmetic Medicine 

P: 203.900-3996 or 203.900.3995                                            F: 203.900.3998 or 203.902-0166 ▪ www.greenwichhealth.org 

 

RELEASE OF MEDICAL RECORDS 

 

I hereby request and authorize Greenwich Health, PLLC and Julie Huang-Lionnet, MD, to obtain Medical Information from: 

 

Health Care Facility (HCF) Name:_____________________________________________ Fax #:  (_________) __________________________ 

 

HCF or Office Address: ____________________________________________________________________________________________________ 
        City   State  Zip Code 

 

Work Phone #:  (_________) __________________________  Email: ____________________________________________________________  

 

 

Please Mail, Email, or Fax Copies of Medical Records and Imaging Reports to: 

 

GREENWICH HEALTH 

ATTN: Julie Huang-Lionnet, MD 

15 East Putnam Avenue, Suite 502 

Greenwich, CT  06830 

Email: fax@greenwichhealth.org 

Phone (203)900-3996  

Fax (203)902-0166 or (203) 900-3998 

 

* If you should have any questions or require clarification, please feel free to contact 

Greenwich Health at (203) 900-3996. 

 

PATIENT INFORMATION 

 

Patient Last Name: _________________________ First Name: ________________________ Middle Name: ____________________________ 
  

 

Social Security#: ________-______-________        Driver’s License#: ____________________  DOB: _______/_______/_______    

 

Home Address: ____________________________________________________________________________________________________________ 
        City   State  Zip Code 

 

Home Phone #:  (_________) __________________________  Cell/Message Phone: (_________) __________________________________  

 

Work Phone #:  (_________) __________________________  Email: ____________________________________________________________  

 

 

 

 
   

________________________________________ ____________________________  __________________________ 

Signature of Patient or Responsible Party     Print Name    Date 

 

 

If the patient listed above is a minor or is unable to sign, and you are a parent, legal guardian, or personal representative who 

will use e-mail to communicate about this patient, please sign above and complete the following: 

 

 

_________________________________  ___________  ___________________________________ 

Print Name     Date   Relationship to Patient 

 

 
Greenwich Health, PLLC 

15 East Putnam Avenue, Suite 502, Greenwich, CT  06830 

Phone (203)900-3996 • Fax (203)902-0166 or (203) 900-3998 
 

Manhattan Office 
152 West 57th Street 

8th Floor - MCM 

New York, NY  10019 

Tel: 203-900-3996 •  
Fax: 203-902-0166 or 203-900-3998 

Darien Office and  
AAAASF Accredited Procedure Suite 

1472 Post Road 

Darien, CT  06820 

Tel: 203-900-3996 •  
Fax: 203-902-0166 or 203-900-3998 
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