AUTHORIZATION TO DISCLOSE MEDICAL
RECORDS AND OTHER PRIVILEGED INFORMATION

CLAIMANT’S NAME:   

SSN:  

          


D.O.B.:  

THIS WILL AUTHORIZE: 


To release general medical as well as psychiatric/psychological information from my medical record in accordance with Florida Statutes (394.459(9), 381.609(2)(F), 395.3025, 90.503, 458.21, 396.112, 397.053, 490.32, 90.42 and Federal Law CFR II).

The release of any information concerning AIDS, HIV Infection, ARC, AIDS-Related Complex and the performance of any tests, counseling, and the results and treatment thereof are also authorized.  I understand that my records have a privileged and confidential status.  I am waiving that status for the purpose contained within this authorization.

I hereby voluntarily authorize and request disclosure (including paper, oral and electronic interchange) all my medical records.  This includes specific permission to release:


All records and other information regarding my treatment, hospitalization, outpatient care for my impairments including but not limited to the following:  psychiatric evaluation, mental status, treatment plan, psychosocial assessment, progress notes, narrative summary, psychological testing, medication record, discharge summary, history and physical examination, labs, results from x-rays, EKG, EEG and CT Scan, reports of consultation, drug and alcohol treatment, education.

This information is to be released to:

Amy G. Bellhorn, Esq.

Law Offices of Amy G. Bellhorn, P.L.L.C.
P.O. Box 12168
St. Petersburg, FL 33733
FOR THE PURPOSE OF:
Social Security Administrative Initial Application for Social Security Disability Insurance Benefits and/or Supplemental Security Income from the Social Security Administration.

A general medical authorization and subpoena duces tecum without a specific authorization to release psychiatric information MUST have this waiver from the patient or his/her empowered representative.

I understand that I have the right to refuse to sign this authorization.

I further understand that I am authorizing the release of information from records whose confidentiality and privileged status is protected by Federal Regulations and FL statutes and that any re-disclosure of this information by receiving agency is prohibited.

This authorization is for a ___ single or _X_ continuing disclosure, valid for one-hundred (180) days after the date my signature as it appears below.  This authorization may be revoked at any time upon written notification by the signatory or patient but revocation has no effect on action previously taken.

SIGNATURE OF THE PATIENT:  ___________________  DATE:  _____________
SIGNATURE OF WITNESS:  ________________________ DATE:  _____________

The above information was released on ____________ by ______________________

To be valid this form must be completely filled out.
