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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
            424 Douglas Ave

Phone: 727-734-7337
           Dunedin, FL. 34698

Fax: 727-734-4422

tO REQUEST RELEASE OF MEDICAL INFORMATION PLEASE COMPLETE AND SIGN THIS FORM. 

I,     ___________________________________________________                             _________________________                                                                                                    (Printed Name of Patient’s Representative)
                                                                         (Relationship to Patient)

Hereby voluntarily authorize the disclosure of information from my child’s health record.

Patient Information:
Patient Name: ____________________________________________________ 
Address: ________________________________________________________ Date of Birth:_________/_____________/________
Information Requested:  (Please Check):  
____ Entire Record         ____ Vaccine Record   _____Medication List          ____Consult Report                ____Last Office Note

____ Radiology Report   ____Labs                      ____Newborn Discharge    _____Hospital Discharge       ____Urgent Care Visit
Purpose of Release: (Please Check One)
____ Transferring Care       ______Moving Out of State      ____Insurance Requested         ____ Disability/SSC
____ Attorney                      ______Personal Use                 ____Other:__________________________

Where the Information will be released To:

Name of Person/Organization/Facility: _____________________________________________________

Address: ___________________________________________________________     

Phone Number: _________________________________
Fax Number:_______________________________________
____________________________________________________________________

________________________

Patient’s Signature or Patient’s Representative





 Date

BILLING: For Office Staff Only- Please do not mark below
______ Not Required for Office to Office           _____ Self Pay





______ SS/Disability      


   _____ Attorney 
This information is to be released for the purpose stated above and may not be used by the recipient for any other purpose.
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This form does not constitute legal advice and covers federal, not state law.

