
 MEDICAL RECORDS RELEASE FORM 

Florida Spine & Pain Specialists 

9360 Balm Riverview Rd, Riverview Fl 33569 * (813) 333-1353 office *(813) 333-2383 fax * 

www.flsps.com 
 

 

Patient 

Name:_______________________________DOB:_______________________________ 

I understand that as part of my healthcare, Florida Spine & Pain Specialists originates and 

maintains health history symptoms, examination and test results, diagnosis, treatment, and may 

require medical records from previous physicians in order to plan for future care or treatments. 

By signing this form I am giving permission to Florida Spine & Pain Specialists to obtain 

previous medical records from a physician or medical facility. 

Physician/Group name: _______________________________ 

Fax: _______________________________ 

This request is for the following medical records: 

___________________________________________________________________________ 

___________________________________________________________________________ 

 

_____________________________ ___________________________      _________ 
Signature of Patient or Legal Representative    Print Name       Date 

________________________________ ______________________________      __________ 
Witness Signature       Print Name       Date 
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