
AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

Z�>/��>��D� requests that patients obtain all records relevant to their appointment with the office. This
information may be brought with you or faxed to the office prior to your appointment.�It is the patient͛s 
responsibility to provide these records. FAILURE TO PROVIDE THESE RECORDS MAY NECESSITATE 
RESCHEDULING THIS APPOINTMENT. 

Instructions: Please complete and sign this authorization and forward it to the appropriate facility to obtain 
records. If you complete the record request we would be happy to fax this for your at your request. Thank you! 

TO:   __________________________ __________________________ 

 __________________________    __________________________ 

 __________________________   __________________________ 

REQUESTED RECORDS:  ർ   �����All office notes prior 

ർ   All pulmonary function tests/spirometry/6 minute walk tests 

ർ   All chest imaging (chest xray, CT chest, ultrasound, etc) 

ർ   All pertinent clinical notes 

ർ   All laboratory studies 

ർ    Other ____________________________________________ 

I hereby authorize you to release my medical records. I understand that my records may contain information 
about drug or alcohol abuse, communicable diseases, HIV testing or results of psychiatric or psychological 
conditions. 

Released records may be sent to  

 **FAX preferred** 

Z�>/��>��D�

ϱϬϰϱ�&ƌƵŝƚǀŝůůĞ�ZĚ�^ƵŝƚĞ�ϭϮϯ�͕�^ĂƌĂƐŽƚĂ͕�&>�ϯϰϮϯϮ

PHONE: 727-ϮϬϯͲϰϲϭϯ       FAX: 727-ϮϬϯͲϰϲϭϯ

If there are NO RECORDS, please indicate here: __________________________________ 

Patient Name: __________________________________________ Date: _________________ 

Date of Birth: ____________________ Previous name(s) if applicable: ___________________ 

Patient signature (over age 18) ___________________________________________________ 

Personal Representative name & signature (if under 18) _______________________________ 


