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AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 
 

I hereby authorize:  

□ JOSEPH J. KATTA, M.D.                              □ ROBERT S. EPSTEIN, M.D.    

□ JESSICA SADLEY, MSN, APRN, AGACNP-B     □ JACQUELINE NURSE, MSN, APRN, FNP-BC 

□ VALERIA NIETO-GONZALEZ, MSN, APRN, FNP-BC  

 
to release my medical records to include all progress notes, diagnostic studies and consult 
notes to:  

Doctor / Facility / Company: __________________________________________________________ 

Address: ____________________________________________________________________________ 

Fax: ___________________________________ Phone #: __________________________________ 

 

Other: ______________________________________________________________________________ 

 

Patients Name: ______________________________________ DOB: _________________________ 

 

______________________________________________________________                _______________ 

Patients Signature / Power of Attorney:                                                                               Date:  

 

 

 
FORT PIERCE 

1900 NEBRASKA AVE STE 4-5 
FORT PIERCE, FL 34950 
PHONE : (772) 466-7200 

FAX : (772) 466-0218 

 
ST LUCIE WEST 

306 NW BETHANY DR 
PORT ST. LUCIE, FL 34952 
PHONE: (772) 878-1475 

FAX : (772) 878-1497 
 
 

 
PORT ST LUCIE 

1700 HILLMOOR DR SUITE 402 
PORT ST. LUCIE, FL 34986 
PHONE : (772) 236-5757 

FAX : (772) 236-5758 


