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Authorization to Release Medical Information Form
I hereby authorize,
o JOSEPH J. KATTA, M.D.

o JEAN HUBER, MSN, ARNP, FNP-BC

o MANUEL DOMAGTOY, MSN, ARNP, FNP-BC
o LlSAMARIE SIMMONS, MSN, ARNP, FNP-BC

o ROBERT S. EPSTEIN, M.D.

o OLGA MEDINA, MSN, ARNP, FNP-BC
o BRENDA DOZACK, MSN, ARNP, FNP-BC

To release my medical records to include all Office Visits, Procedures/pathology, Radiology
Reports, Laboratory Reports, and consult notes to:

Doctor/Facility/Company _

Address: _

Fax#: _ Phone#: -----------------------------------------------------------
Date of 5ervice (FROM): (TO):. _

Reaso ns fo r req uesti ng m ed ica I record s: _

(e.g., continuing care, personal use, legal)

Patient Name: _

Date of Birth: _ Socia I Security #: _

If Authorization is not complete, signed and dated, it may be returned and result in my information
not being released until completed.

/
Signature of Patient/Patient's Personal Representative** Printed Name

-------------_-- __ --1
Relationship, if not Patient

____ ~I 1------_---
Date Signed

Confidential information for recipient only. This fax transmission may contain material which is confidential under Florida law,
and its unauthorized dissemination it may contain may be a criminal offense. The enclosed information is intended only for the
use of the addressee named above. Any reader other than the intended recipient is hereby notified that the retention,
dissemination, distribution, or copy of this material is strictly prohibited. Anyone receiving this material in error should phone
the sender immediately to obtain instructions.


