Florida International University

Student Health Services 

Miami, FL 33199
Phone:  (305) 348-0316
              Fax:  (305) 348-0336
AUTHORIZATION FOR RELEASE OF INFORMATION

I, _________________________________ hereby authorize Florida International University’s Student Health Services to release (mail, fax, or pick up) 
Name______​_______________________________________________________

Address___________________________________________________________

City __________________________ State _________ Zip Code ____________

Phone # ________________________
Fax # _________________________

The following information from my medical records:

_______ Entire medical record (including mental health counseling visits, substance abuse counseling, and                                          

                      HIV testing)

_______ Laboratory test 
   ______ History and Physical
______Photos

_______ Progress Notes
  _______ Problem List
______ Other (Specify) ____________________________

The purpose or need for the information is:


______ Continuity of care, another physician

______ Insurance reimbursement


______ Other (specify)  _________________________________________________________
I understand that this authorization is valid for 90 days after the date of my signature.  I also understand that this authorization can be revoked, except to the extent that action has already been taken to comply with it.  Information documented in my record after the date of my signature will not be released.

I understand that the information released cannot be re-disclosed by the person or institution named above unless      I specifically authorize such a release in writing.

__________
____________________________________________
        ________________________
Date

 Signature of Patient or Legal guardian, if under 18
        Student I.D. #



____________________________________________



 Legal Representative’s relationship to patient

__________
_________________________________________

Date


                                  Witness

*************************************************************************************
Date released from FIU’s Student Health Services ______ / ______ / ______          Initials ____________

What was released: (Please check  and Include dates) 

Entire Medical Records:  ______ / ______ / ______ to ______ / ______ / ______

Progress notes:  ______________________________________________________________

Laboratory reports:  ___________________________________________________________

Other (specify & List dates):  ____________________________________________________
                            09/17 Rev.
