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PATIENT AUTHORIZATION TO DISCLOSE HEALTH INFORMATION 
In order to receive copies of your medical records and/or radiographic imaging (X-rays, MRI or CT scans) you are required to 
complete a Patient Authorization to Disclose Health Information form. 

FULFILLMENT OF MEDICAL RECORD REQUEST: Due to high demand for records, the date, this signed form to Disclose 
Health lnfonmation is received in the Patient Records Department (Cleaiwater office), the request will be processed within 
7-business days. Holidays and weekends are excluded.

Your paper records will be mailed or sent electronically. There is a $6.50 processing and mailing
fee CD's of X-rays, MRl's or/or CT's. This must be paid prior to mailing/emailing. 

Patient Name: 
Address: 

Please choose ONE delivery method below: 
__ ELECTRONICALLY __ MAIL 

Please print all information and sign where indicated below 

DOB: ------------------------- -------

City: ________________ State: ____ Zip: 
Phone #: Alternate: -----------------
Em a ii Address: _______________ _ Fax#: 

----------

I hereby consent to the release and disclosure of my personal health information to: 
(Please print the complete address. Any missing information may cause a delay in obtaining the records.) 

Name (Organization if other than Patient): ________________ _ 
Address: ______________ City: ________ State: __ Zip: __ _ 
Fax#: ________ _ 
For the following purpose(s ): 
___ Continuing Care ____ Personal Use ___ Info for Insurance ___ Info for Attorney 

This authorization for release includes my personal health information consisting of: 
Please select and specify below what is to be disclosed: 

__ Abstract of medical records; Two years of records including office notes, x-rays, CTs and MRI reports. 
__ Abstract of medical records; One year of records including office notes x-rays, CTs and MRI reports. 
__ Abstract of medical records; including office notes x-rays, CTs and MRI reports. Date range: _____ _ 
__ Radiology Images; date range: __________________________ _ 
__ Physical Therapy records; date range: _______________________ _ 
_ _  Other (please be specific) _________________________ _  _ 

NOTE: Operative Reports must be obtained through the Hospital or Ambulatory Surgery Center where the 
procedure/surgery took place. 

I understand that the information outlined in this release will be disclosed according to the instructions of this release within seven (7) 
business days of Orthopaedic Jnstitue of West Florida having received this release authorization. I understand that I am free to revoke this 
release authorization at any time by notifying the practice in writing. I also understand that the information disclosed under this release is 
subject to re-disclosure and no longer protected by the Privacy Regulations (45 C.FR. 164). 

This authorization wi ll expire one year from the date of this request. This authorization is not valid if not 
filled out completely. 

Patient Signature: _____________________ Date: _____ _

Patient Records Request or additional information Phone Number: (727) 461-6026, Option #5. 
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