
532 Virginia Drive · Orlando, Florida 32803 
(407) 898-8644 · Fax (407) · 898-8646  

   

MEDICAL RECORDS RELEASE AUTHORIZATION 

 
 

Patient Name:              
 
Social Security Number:       Date of birth:     
 
Name of legal guardian or parent of minor:          
 
 
I do hereby request that my medical records to be released to: 
 
Associates in Neurosurgery 
532 Virginia Drive 
Orlando, FL 32803 
Phone: (407) 898-8644 
Fax: (407) 898-8646 
 
 
I hereby request that the following records be sent: 
 

 Operative Reports  Consultation Records  Lab/Pathology Reports 
 

 EMG/NCT Reports  Work Release Forms  Office Notes 
 

 X-Ray/Test Results  All medical records    Other      
  

 

 

               
Patient or Legal Guardian/Parent Signature   Date 
                                 
 

CONFIDENTIALITY NOTE 

The information contained in this transmission is absolutely confidential and intended for the use of the addressee listed above and 
no one else.  If you are not the intended recipient, or the employee or agent responsible to deliver this document to the intended 
recipient, you are hereby notified that any dissemination or copying of this facsimile is strictly prohibited. If you have received this 
transmission in error, please notify the sender immediately by telephone. 

 


