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Authorization to Release Medical Records!


Patient’s Full Name: ___________________________________________
				(Last),  (First)

Patient’s Address: _____________________________________________

Patient date of birth: ___________________  Phone: ______________________

[         ] Please release my medical records to East Lake Medical Clinic. I understand the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome, or human immunodeficiency virus. It may also include information about behavioral or mental health services, and treatment for alcohol and drug abuse. 

My records may be obtained from the following facilities/doctors:

Facility Name/Dr: _______________________  Phone: ________________ Fax____________
Facility Name/Dr: _______________________  Phone: _______________ Fax_____________
Facility Name/Dr: _______________________  Phone: _______________ Fax_____________
					
This release will remain in effect as long as we are your medical provider, unless it is revoked in writing. 


	Patient, Parent, or Legal Guardian, please sign below:

Signature: ___________________________Date Signed_______________

Relationship to Patient: _________________________________________

4737 Old Canoe Creek Road		P: 407-705-3222   F-855-332-1560
St. Cloud, FL 34769		www.EastLakeMed.com
		Info@EastLakeMed.com

image1.jpeg
MEDICAL CLINIC, P.A,




