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Medical Records Release Form
1. Patient Information
· Patient Full Name: _______________________________________________________
· Date of Birth: ________________________ Phone Number:_____________________
· Address:________________________________________________________________________________________________________________________________________
2. Direction of Release
I hereby authorize:
· Name/Facility: __________________________________________________________
· Address:_______________________________________________________________________________________________________________________________________
· Phone/Fax: _____________________________________________________________
To release my protected health information to:
· Name/Facility: Starr Internal Medicine and Associates
· Address: 8045 Spyglass Hill Road, Suite 105, Viera, FL 32940
· Phone: 321-610-4960
· Fax: 321-610-4362
3. Information to be Disclosed
Check all that apply:
· [ ] Complete Medical Record (all dates)
· [ ] Progress Notes / Office Visits
· [ ] Laboratory / Pathology Reports
· [ ] Diagnostic Imaging Reports (X-Ray, MRI, CT)
· [ ] Billing Records
· [ ] Specific Dates of Service Only: From _______________ To _______________
Sensitive Information Authorization (Initial required if applicable): I specifically authorize the release of information relating to:
· ______ Substance use disorder (alcohol/drug treatment)
· ______ Mental health / psychotherapy notes
· ______ HIV / AIDS testing or treatment status
4. Purpose of Disclosure
· [ ] Continuity of medical care
· [ ] Personal use
· [ ] Insurance claim/underwriting
· [ ] Legal purposes
· [ ] Other: _____________________________________
5. Patient Rights and Directives (HIPAA Mandated Statements)
· Right to Revoke: I understand that I have the right to revoke this authorization in writing at any time, except to the extent that action has already been taken in reliance on it. Written revocations must be sent to the Privacy Officer at Starr Internal Medicine and Associates.
· Voluntary Signing: I understand that signing this form is voluntary. Starr Internal Medicine and Associates will not condition my treatment, payment, enrollment, or eligibility for benefits on whether I sign this authorization.
· Potential for Re-disclosure: I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal privacy regulations (HIPAA).
· Expiration: This authorization will expire one (1) year from the date of signature unless otherwise specified here: ________________________.
6. Signature of Patient or Personal Representative
By signing below, I acknowledge that I have read, understand, and agree to the terms of this authorization.
Signature of Patient: _______________________________________________________ Date:________________________
If signed by a Personal Representative/Legal Guardian: 
Printed Name:________________________________________________________________
Relationship to Patient: ________________________________________(Please attach supporting legal documentation, e.g., Power of Attorney, Guardianship papers).
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