
Except to the extent that action has already been taken in reliance upon this authorization. I understand that I may revoke 
this authorization at any time by giving written notice to Orlando Epilepsy Center. Unless revoked earlier, this authorization 
will expire in 3 years from the date signing below or upon.

(To have records sent to Orlando Epilepsy Center from another O�ice)

Physician/Practice Name:

I authorize Orlando Epilepsy Center to request / release my health information, from my physician:

I authorize Orlando Epilepsy Center to request / release the following information:

Phone #:

To:

Fax:Address:

Patient name: DOB:

Social Security # (last 4 digits):

MEDICAL RECORDS REQUEST / RELEASE

Labs Medication List O�ice Notes

From:

(Initials)

I also understand that if a person or entity receiving this information is not a healthcare provider or health plan covered by
federal privacy regulations, the information described above may be re-disclosed and no longer protected by these 
regulations. However, the recipient may be prohibited from disclosing my health information under other applicable state
or federal laws and regulations.

I further understand that the person(s) l am authorizing to use or disclose my informantion may receive compensation 
(either directly or indirectly) for doing so.

Other:Imaging Reports Procedure Reports All Records

Parent Legal Guardian Court Order Other:

Signature of Patient

Date:

Print Name of Representative

Signature of Authorized Representative:

Date:

�����������������������������

���������������������

􀎫

􀎫 www.orlando-epilepsy.com

􀎫 ���������������������������
�����
􀌾��������������
􀪌������������� ��	����������������������������������������
������􀎫

􀎫􀎫

􀎫
��������������������������
������

􀎫 ���������������������������������
	

��
��� ��­�������������������������������
������􀎫

􀌾��������������
􀪌�������������


��	������­���������������
������

��
�����­�������������������
�����


�����������������������������


