FAMILY ARTHRITIS CENTER

1025 MILITARY TRAIL, SUITE 209

JUPITER, FL 33458

PHONE: 561-747-1987

FAX: 561-747-1313

AUTHORIZATION TO RELEASE MEDICAL RECORDS

I,   
    REQUEST THAT

          (please print name)

PROVIDE IN WRITING TO :
  

SPECIFIC ITEMS REQUESTED:

( ) ALL MEDICAL RECORDS
( ) X-RAY REPORTS

( ) LAB RESULTS
( ) MRI REPORTS

( ) DEXA REPORTS
( ) NERVE TEST REPORTS

( ) OTHER

I UNDERSTAND THAT THIS AUTHORIZATION WILL BE VALID FOR ONE YEAR. I UNDERSTAND THAT I MAY REVOKE THIS AUTHORIZATION AT ANY TIME EXCEPT IF ACTION HAS ALREADY BEEN TAKEN. (I.E. RECORDS HAVE ALREADY BEEN SENT) 

                             PATIENT SIGNATURE


DATE

                             PRINT FULL NAME


DATE OF BIRTH




S.S.#

                             WITNESS SIGNATURE

