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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

I hereby authorize and request the release of any and all information which you may possess relating to my examinations and illnesses, including all laboratory and radiology, which may be a part of my medical records.  This information is to be forwarded to:

Urology Specialists of West Florida

______________________________

______________________________
Specifically send:

_____
Complete Medical Records

_____
Laboratory Reports

_____
X-ray Reports

Name:

___________________________________________________________

Address:
___________________________________________________________



___________________________________________________________

DOB:

______________________  SS#: ___________-________-___________



_____________________________
_____________________________



         
         Signature



   Date

I have read and signed the above release in the event that my physician may require my medical records at a future date.  My signature will remain valid until I am no longer under the care of the above medical practice.


