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AS ALLOWED UNDER FLORIDA STATE LAW, THERE IS A $1.00 CHARGE FOR EACH PAGE
UP TO 25 PAGES / 25¢ FOR EACH ADDITIONAL PAGE. YOU SAVE IF YOU ONLY REQUEST

PERTINENT, NECESSARY INFORMATION SUCH AS BIOPSIES.

IT IS THE POLICY OF FLORIDA DERMATOLOGY ASSOCIATES TO REQUIRE ONE (1) WEEK’S NOTICE FOR THE
RELEASE OF HEALTH CARE RECORDS.

I, ___________________________________ _____________ ___________________
Name of Patient Date of Birth Social Security Number

AUTHORIZE: TO DISCLOSE TO:
Florida Dermatology Associates, Inc. Name _______________________________________________

5070 Minton Road, Ste 5 Address ______________________________________________

Palm Bay, FL 32907 ______________________________________________

(321) 768-1600 City, State, Zip____________________ _____________________

(P) ________________________ (F) _______________________

Reason for release of records: __________________________________________________________________

For: ___Continuity of Care ___ Personal Information ___ Legal (Attorney/Court) ___ Disability

Other: ______________________________________________________________________________________

By Checking Below, I Specifically Authorize the Use and/or Disclosure of the Following Health Information And/or
Medical Records, If Such Information And/or Records Exist:

____ SEND ENTIRE MEDICAL RECORD OR CHECK OFF JUST WHAT IS PERTINENT BELOW

____ Office Notes and Reports ____ Diagnostic Reports ____ Billing Statements ____ RX History

____ Lab/Pathology Reports ____ Other

The Following Items Must Be Initialed to Be Included in the Use And/or Disclosure:

_______ HIV/AIDS relate information and/or records HBV, TB or Other Communicable Diseases
_______ Mental Health Information and/or Records
_______ Domestic Violence
_______ Genetic Testing Information and/or records
_______ Drug/Alcohol diagnosis, treatment or referral information (Federal regulations require a description of how

much and what kind of information is to be disclosed.) Describe:
______________________________________________________________________

_______ Other: _________________________________________________________________

This authorization for disclosure of information is effective for sixty (60) days from the date signed. This
informed consent is subject to revocation at any time by written notification only.

Patient Signature ____________________________________ Date _________________________ OR

Signature of Legal Representative _________________________________ Date _________________________

Relationship to Patient: ____ Legal Guardian ____Spouse of Deceased ____ Executor of Estate

____ Power of Attorney for Health Care ____ Other as Specified ____________________________________

ID Provided: ____________________________________ Witness: _______________________ Date: __________

(See reverse for authorization and charges)
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____________________________________________________ Date: _________________
Dr. Moreno’s signature

Notes:

Record Mailed By: ____________________________________ Date: _________________

Record Faxed By: ____________________________________ Date: _________________

Record Picked Up By: ____________________________________ Date: _________________

Relationship to Patient: ____ Legal Guardian ____Spouse of Deceased ____ Executor of Estate

____ Power of Attorney for Health Care ____ Other as Specified

____________________________________

ID Provided:_________________________________________________________________________________

Witness: __________________________ ________________________ _________________

Charge for records ($1.00 for each page up to 25 pages / $.25 each additional page)______________________


