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INFORMATION RELEASE FORM 
Please Print 

 

 

Patient Name: __________________________________________________________________ 

 

D.O.B.:           __________________________________________________________________ 

 

Address:         __________________________________________________________________ 

 

                       __________________________________________________________________ 

 

 
I, ______________________________________, hereby authorize Wayne Behavioral Service,  
 

LLC, at 401 Hamburg Turnpike, Suite 302, Wayne, New Jersey 07470 to speak with 

 

______________________________________________________________________________  
PRINT NAME AND RELATIONSHIP 

 

regarding my condition and/or  to obtain further information regarding my condition.                                                                                                              

 
 

Address: _________________________________________ 

 

                _________________________________________ 

 

Telephone Numbers: ______________________________  or ___________________________ 

 

Restrictions: 

__________________________________________________________________

__________________________________________________________

__________________________________________________________ 
 

 

Signature: ________________________________________________ 

 

Date:         ________________________________________________ 

Mohamed A. Elrafei, M.D. 

Igor Gefter, M.D. 

Marina Haghour-Vwich, M.D. 
Adnan Khan, M.D. 

Anna Kravtsov, D.O. 

Aijaz Nanjiani, M.D. 

Stuart Rauch, M.D. 

 

Laura A. Cohen, LCSW 

Jessica D’Acosta, LCSW 

Amal Elrafei, LAC 
Dr. Joyce Graham, LPC 

Jaemma Javanes-Pisani, LPC 

Carol A. Johnson, LCSW 

 

 

Maripat Alger-Cottone, APRN, BC 

Peter Longa, D.N.P. 

Eshban Muthuka, D.N.P. 

Isaac O. Omolyin, PMHNP-BC 
Maryann Ryan, APRN 
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