AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Name:_________________________________________

Date of Birth:  _______/_______/_______

Social Security Number:  ________/________/________

Home Phone #: (_____) ______ - _______

This will authorize the physicians and nurse practitioners of the Florida Fertility Institute to release medical information pursuant to Florida Statute 456.057 from my medical record.

Name and address of persons, agencies, or organizations which information is to be released:
_______________________________________________________________________________________________

_______________________________________________________________________________________________

Specific information to be released: __________________________________________________________________

(The following items must be initiated to be released.)

___
Psychiatric/Psychological information as protected by Florida Statute 456.057

___
Drug/Alcohol abuse information as protected by Florida Statute 397.501

___
HIV/AIDS information as protected by Florida Statute 381.004(3)(f)

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 specific written consent of the person to whom such information pertains, or as otherwise permitted by state law.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.

___
Sexually transmitted disease information as protected by Florida Statute 384.29

Information released by the above may not be disclosed without further authorization by the patient.  This authorization will be valid for 180 days after the date of the patient’s signature as it appears below.

You have the right to revoke this authorization at any time, provided that you do so in writing and except to the extent that we have already used or disclosed the information in reliance on this authorization.

I understand I have the right to refuse this authorization and that, with my signature, Florida Fertility Institute is released from any and all legal liability that may arise from the released information requested or received.

I also understand that I may be charged, in accordance with Florida law, a fee of $1.00 per page for the first 25 pages and 25¢ per page thereafter for copies of my medical records from the Florida Fertility Institute.

Signature of patient:________________________________



Date: __________________

If the patient is a minor or unable to sign, title/legal status of empowered representative:

________________________________________________



Date: __________________
