I hereby request and authorize:
(    ) Cardiology Center of Tampa
                       
OR
(    ) Other ______________________________



(Write Name above)
To Release Health Records Specified Below:
(    ) ALL Medical Records

OR

(    ) Other_______________________









(specify above)

All medical records (except HIV/AIDS records, see below) will be sent unless specifically requested to exclude certain records, if you wish to exclude certain records, please list items to be excluded:

____________________________________________________________________________________

(    ) Including HIV/AIDS records (if applicable)
These Records are to be provided to:
Name of Person or Agency 
_______________________________________________________

Address



_______________________________________________________

City, State, Zip


_______________________________________________________

Telephone#
_________________________

Fax#
_________________________

Authorized by:
____________________________________________________





(Signature of patient or authorized representatives)

*Authorized Representative*

(   ) Parent
     (   ) Surviving spouse     (   ) Legal guardian     (   ) Administrator/Executor of Estate     (   ) Other
Date:
_________________

*** If legal guardian, administrator or executor of estate, legal proof of this status must accompany this authorization, i.e. Power of Attorney.

I understand that when the information is used or disclosed pursuant to this authorization, it may be subject to re-disclosure by the recipient and may no longer be protected health information.  I further understand that I retain the right to revoke this authorization.  The patient or authorized representative may revoke this authorization to prevent further release of records at any time after it is signed by submitting a written request to the facility.  This authorization will expire automatically 6 months after signed.

Prohibition on Re-disclosure

This information has been disclosed to you from records whose confidentiality is protected by state law.  State law prohibits you from making any further disclosure of such information without the consent of the person whom such information pertains, or as otherwise permitted by state law.  With regard to HIV / AIDS records, a specific written consent is required.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.



A COPY OF THIS DOCUMENT ACCOMPANIES THE RECORDS DISCLOSED

