Release of Patient Records Authorization
I hereby authorize 






    to release a copy of my patient records or x-rays containing protected health information to Barnes Family Chiropractic.  This authorization is given pursuant to Florida Statute 456.057 and HIPAA regulations.  I understand that Florida Statute 456.057(10) makes clear that any third party to whom records are disclosed is prohibited from further disclosing any information in the medical record without expressed written consent of the patient or the patient’s legal representatives. 

Please Check:
(  )  All office notes, tests ordered or performed including labs, x-rays, etc.) by physicians office for all dates of service.
(  )  All records of testing and/or consultations performed or ordered by another physician or facility.

(  )  All records related to any psychiatric/ mental illness and treatment(s) rendered.

(  ) All records related to diagnosis, testing and treatment of any sexually transmitted disease, to include HIV & AIDS.

(Print Name of Patient)




         (Patient’s Date of Birth)

(Signature of Patient or Patients Legal Representative)
          (Date Signed)

This authorization will expire on:  ____ / _____ / _________
Acknowledgement of Receipt of Notice of Privacy Practices

I acknowledge that I was provided a copy of the Notice of Privacy Practices 
and that I have read them or declined the opportunity to read them and understand the Notice of Privacy Practices.  
(Print Name of Patient)




(Date Signed)

(Signature of Patient or Patients Legal Representative)     (Print Name if other than Patient)

I understand that this form will be placed in my patient chart and maintained for six years.
Barnes Family Chiropractic    4302 Del Prado Boulevard     Cape Coral, Florida     33904
