1223 Gateway Drive = Melbourne = Florida = 32901
: - —_ —SEN
321254500 Ext. 7307 Fact [ D/ [~ T ) [ (09

Authorization For Release of Protected Health Information
(PLEASEALLOW 7 TO 14 BUSINESS DAYSTO FROCESS)

Requesting Physician: : . MRN# \ .
Pafient 's Full Narme: . .. . ) . - . .DOB:__ o .y

T T ""(PIé'a"s’eiﬁhfdeaﬂy) T T
Phone: (Hm) ( ) , (Wk) (Cell)

Can leave voice message on: Home phone Work phione Cell Phone

Address:

City: . State: Zip-eode:

Please check one:  Mail copies , MailCD . Faxtor () ’
Myself or representitive : fo pick up Copies or CD

“Records pick up at 1223 Gatewa y Drive, Melbourne *(records will be held for only 14 days)

[, the undersigned, authorize and request Melbourne Infernal Medicine Associates copy or
request the following information from ry medical record(s) for care and/or treatment that |
receive from the dafes of service: 1o

Specific records only . - - All MIMA records

Please do not release the following:

Release fo:  MIMA ,. Paﬁenf/selflpersbn , Faciﬁiy/ofﬁce/pgerson below

Obtain records from facility/office noted below

Person/Organization/ Physician

Address:

City: State: Zip Code: . :
_ —_—

Phone: ( ) Less than 25 pgs. fo be faxed: ( } -

The Protected Health [nformation may be used or disclosed for the Tollowing purpdses:

Healthcare Insurance - Legal Personal Other
: Page 1 of2 ' ’



Authorization For'Release of Profected Health Information

¢ Medical records are fo include any and af Federal and State protected information
without limitation fo include diagnosis, treatment and/or examination related to mentaj
health related care, drug and/or alcohol abuse, HlV testing/AIDS, and sexually
fransmitted diseases.

Confrary to such prohibition.

. lunderstand | have the right to inspect and obtain a copy of énv informatian

disciosad:

* lhereby release WMiMA and its employees from any and all liability that may arise from
the release of information as | have directed,

Purposes,

Signature of Patient: . _Date: .
. A photo ID must & provided for proof of identity or release must be nofarized. ID checked by

Relationship to patient: .
Witness: - Date: '
_

D Staff use only

ID checked, YES / NO Request processed by: (initials) Date:
Modified 05710
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