Florida Joint And Spine Institute, P.A.
400 Ave K SE, Bldg 4, Winter Haven, FL 33880 ▪ P: 863-299-3210 ▪ F: 863-299-2968

www.floridajointspine.com 


AUTHORIZATION TO RELEASE PROTECTED HEALTHCARE INFORMATION

Patient’s Name: ___________________________________________________________ 


Acct #: _________________________
Previous Name (if any): ____________________________________________________   

Date of Birth: __________________

Phone: ______________________________________________________________
       
       Last 4 digits of Social #: ____________________ 
I authorize Florida Joint & Spine Institute, P.A. (check one):
 FORMCHECKBOX 
  To disclose information indicated below to:
 FORMCHECKBOX 
  To receive information indicated below from:

Name of Person and/or Institution: ___________________________________________________________________________________________  

Complete Mailing Address: ____________________________________________________________________________________________________ 

Phone: _________________________________________


           Fax: _________________________________________________ 

Information to be disclosed or received (must specify):
 FORMCHECKBOX 
 Complete chart
 FORMCHECKBOX 
 Radiology reports
 FORMCHECKBOX 
  X-rays/MRI disk
 FORMCHECKBOX 
  Abstract (past year of records)

 FORMCHECKBOX 
  Other (specify): _______________________________________________________________________________________________ 

Purpose of disclosure:
 FORMCHECKBOX 
  Medical Treatment       Physician: _____________________________  
Date of appointment: _________________________ 

 FORMCHECKBOX 
  Personal Use

 FORMCHECKBOX 
  Legal Purposes

 FORMCHECKBOX 
  Other: _______________________________________ 

I understand I may revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing. I understand that the revocation will not apply to information that has already been released in response to this authorization. Unless otherwise revoked, this authorization will expire on the following date, event, or condition: __________________________. If I fail to specify an expiration date, event, or condition, this authorization will expire one year from the date of signature. 
I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I understand that any disclosure of information carries with it the potential for an unauthorized redisclosure and the information may not be protected by federal confidentiality rules. 

I understand that I may be billed for copies of my medical record based upon FL Statute 64B8-10.003. I understand that pre-payment may be required. 

I have read the above foregoing Authorization for Release of Information and do hereby acknowledge that I am familiar with and fully understand the terms and conditions of this authorization. 
X_______________________________________________________________________

______________________________ 

Signature of Patient/Authorized Representative




Date

Relationship to Patient:  ___________________________________________________ 

I have  FORMCHECKBOX 
 accepted   FORMCHECKBOX 
  declined a copy of this Release of Information.   _____________ (Please Initial)    

OFFICE USE ONLY: 
Verified Identity using:      FORMCHECKBOX 
  Driver’s License
     FORMCHECKBOX 
  Personal Information Confirmed

Information sent to recipient via:         FORMCHECKBOX 
  Picked up
    FORMCHECKBOX 
  Faxed
     FORMCHECKBOX 
  Mailed
Employee Signature: _________________________________

Date: _________________________
