
Dr. Satish Patel, M.D.
Confidential Patient Authorization for Release of lnformation

Patient Name

Address

Phone D/O/B

City State Zip

Patient authorizes tbe followins nrovider to disclose information soecificallv described below:

Physician Phone: Fax:
Address: City: State:_ Zip:

By checking any box below, Patient acknowledges that such information is being authorized by patient for disclosure to the recipient
named below. Patient further acknowledges that such information may be re-disclosed by such recipient and may no longer be protected
by federal privacy regulations.

IHMAIDS lMetrtal Ilealth lsubstance Abuse Esexually Transmitt€d Disease nPreqnancv (If a minor)

Idormation to be used / disclosed is soecificallv described below:

Ll Office Notes: Date(s) of Service:

!Diagnostics: Type of report(s): Date of Service:

!Lab: Date(s) of Service:

! other @lease specif): Date of Service:

Purpose ofDisclosure

Elegal [Insurance EPersonal Use EContinued Medical care ! Other(specify)

This information may be disclosed to and us€d by the fouowing individual or organization

lRelease to Patient lRelease to: Dr. Satish Patel
Addressj_1340_G4{_D4vs_Suitsl-9,5
City: New Port Richev State: E!gI!d!- Zip: @

This Authorization shall expire one (1) year from the dat€ of signatur€ unless oth€rwis€ troted here:
Important; by signing below, patient understands that this authorization for rclease of medical records ("Authorization") shall only include medical
records dated prior to aDd including the date of this authorization. Palient understands that this autiorization shall only include medical r€cords originated
through Dr. Satish Patel (!he'?ractice") unless othervrise sp€cifically rEquested. Patient further undeNtands that this authorization is voluntary and patient

may refuse to sign. lfpatient refirses to sign, pati€nt's refusal will not aftect patient's ability to obtain treatment from the pmctice. Patient understands that
tlus authorization may be revoked at any time by noti&ing the Pmctice Manager 5340 GulfDrive Suite 105, new Port fuchey FL 34652. However,
revocation shall not be valid to th€ ext€nt the pdctice has taken action in reliance on this authodzation or to tle extent this authorization is executed as a

condition for obtaining insumnce coverage. Patient utrderslands that the pmctice shall not condition treatment, paynent and enrollmmt in a health plan or
eligibility for benefits (ifapplicabl€) on whether patient provides authorization for the request€d use or disclosure.

Patient / Authorized Representativ€ Signature Date

Request Completed By:

ny: nMail o Fax nPick-up Dcopy Service


