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 FORMCHECKBOX 
  6325 US Hwy 27 N, Ste 201, Sebring, FL 33870 ▪ P: 863-385-2222 ▪ F: 863-382-8765
 FORMCHECKBOX 
  400 Ave K SE, Bldg 4, Winter Haven, FL 33880  P: 863-299-3210  F: 863-299-2968
 FORMCHECKBOX 
  1204 Carlton Ave, Lake Wales, FL 33853 ▪ P: 863-676-9523 ▪ F: 863-676-16544555 
AUTHORIZATION TO RELEASE PROTECTED HEALTHCARE INFORMATION
All portions of this form must be completed to constitute a valid authorization
	Patient Name:

	Date of Birth:

	Last 4 digits of Social:

	Phone:


I authorize Florida Joint & Spine Institute, PA to receive my protected healthcare information from:
	Name:



	Address:



	Phone:                                                                                          Fax:




Information to be disclosed (must specify):


	_____   Complete Chart
**RECORDS EXCEEDING 25 PGS SHOULD BE MAILED***
	_____  Abstract (Past year of records)

	_____  Radiology reports
	_____  Imaging (disc)   ***PLEASE MAIL DISC***

	_____ Operative Report
	Other (specify):



Purpose of Disclosure:

The purpose of this disclosure is for medical treatment/continuation of care.  I have an upcoming appointment with Florida Joint & Spine on _______________________.  
I understand:

	· I may revoke this authorization at any time. If I revoke this authorization, I must do so in writing. The revocation will not apply to information that has already been released in response to this authorization. 

· I hereby discharge the releasing facility, Its agents and employees from any and all liabilities, responsibilities, damages, and claims which might rise from the release of information authorized herein, to include alcohol, drug abuse, communicable disease including HIV status, and/or psychiatric diagnoses.
· That authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. Any disclosure of information carries with it the potential for unauthorized redisclosure and the information may not be protected by federal confidentiality rules.
· 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 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)    
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