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Naresh V Mody, M.D., Biju T. Mathews, M.D.
605 N. Washington Ave. Suite 100

Titusville, Fl 32796
Telephone:  (321) 383-7600 Fax:  (321) 383-8111

AUTHORIZATION TO RELEASE MEDICAL RECORDS
Date: ___________ Patient Name: __________________________________ Date of Birth: ____________
I, the undersigned, do hereby grant permission for Florida Cardiovascular Association to:

Obtain from___________________________________________________________________________
(Name of person or institution & contact information the records will be coming from)

Release to______________________________________________________________________________
(Name of person or institution the information will be released to)
-D/C SUMMARY    -H&P
    -CARDIAC CATH    -CARDIAC TESTING

-LAB RESULTS      -X-RAY/CT    -OTHER_________________      
-ALL RECORDS FOR THE LAST _____YEARS
***THE ABOVE REQUESTED RECORDS ARE FOR THE FOLLOWING DATES OF SERVICE:____________


X_________________________________________
X___________________________________

Signature of Patient or Authorized Representative
Relationship of Authorized Representative

X_____________________________________  

X___________________________________

Date







Office Representative/Date Requested

Prohibition on Redisclosure


This form does not authorize redisclosure of medical information beyond the limits of this consent.  Where information has been disclosed from records protected by federal law for alcohol/drug abuse, by state law for mental health records or HIV/AIDS related records, federal requirements (42 CFR Part 2) and state requirements (Iowa Code chs.228/141) prohibit further disclosure without the specific written consent of the patient, or as otherwise permitted by such law and/or regulations.  A general authorization for the release of medical or other information is not sufficient for these purposes.  Civil and/or criminal penalties may attach for unauthorized disclosure of alcohol/drug abuse, mental health or HIV/AIDS information.





I understand that this information will be used for the purpose of providing treatment/ continued care to the patient by providing information to the physician and supporting the payment of an insurance claim. 


I understand the information to be released may include records related to behavior and/or mental health care, alcohol and drug abuse treatment, HIV/AIDS, and genetics. 


This authorization may be revoked at any time except to the extent that action has been taken in reliance upon it. Revocation must be made in writing to the provider/facility releasing the information.


The provider/facility will not condition treatment on whether I sign the authorization. I may be charged for copies in accordance with state law


This authorization will expire one year from the date of signing unless I indicate an earlier date here:_______








