
Southeast Florida Hematology-Oncology Group 
5700 North Federal Highway, Suite 5 

Fort Lauderdale, FL 33308 
954-776-1800 

 
AUTHORIZATION FOR RELEASE OF CONFIDENTIAL MEDICAL INFORMATION 

 
Patient Name: _______________________________________________________________ 
                                                         Last                                                         First                                                   Middle Initial 

 
Address: ___________________________________________________________________ 
                                                  Address                                                                      City                           ST           Zip Code 

 
Birth Date:__________ Telephone: _________________ SS#: _______________________ 
 
I, _____________________________, authorize Southeast Florida Hematology-Onc Group 
   Patient/Personal Representative (please circle one) 

to release my health information indicated below to the following party: (check one) 
____Myself 
____Other  _________________________________________________________________________ 
                    Name                                       Address                          City             ST           Zip Code 
 

For the purpose of: __________________________________________________________________ 
 
I authorize release of information covering treatment dates of: _____________________________ 
The type and amount of information to be disclosed is as follows: (include dates where appropriate): 

 

 

___Entire Medical Record, excluding: _____________________________ 
___ Correspondence 
___ Progress Notes 
___ Nurses Notes 
___ Chemotherapy Flow Sheets: from _______________ (date) to ___________________ (date) 
___ Laboratory Reports:  from ____________ (date) to ___________________ (date) 
___ Radiology Reports: from _____________ (date) to ___________________ (date) 
___ Pathology Reports: from _____________ (date) to ___________________ (date) 
___ Other, describe __________________________________________________________________________ 
 
 
____(initial)  I understand that I have the right to withdraw my authorization at any time except to the extent 
that action has already been taken pursuant to this authorization.  I understand that if I revoke this 
authorization, I must do so in writing and present my written revocation to the Medical Records Department. 
____(initial)  I understand that authorization the disclosure of this health information is voluntary, I can 
refuse to sign, and Southeast Florida Hematology-Oncology Group will not base my treatment, payment or 
eligibility of benefits on whether or not I provide authorization for the requested use or disclosure.  I 
understand that the recipient may be prohibited from disclosing substance abuse information.  I understand 
that I may inspect or copy the information to be disclosed. 
____ (initial)  I understand that information used or disclosed pursuant to this authorization may be subject 
to redisclosure by the recipient of the information and is no longer protected by federal confidentiality laws 
or Southeast Florida Hematology-Oncology Group. 
____ (initial)  I understand that Southeast Florida Hematology-Oncology will release only the minimum 
amount of information necessary to fulfill a request.  
Unless otherwise revoked, this authorization will expire six months from the date of signature listed below. 
 
_____________________________________  ___________________________________ __________________ 
Patient/Personal Representative Signature                             Print Name                                                Date 

 
__________________________________________ ________________________________________ ____________________ 
SE FL Hem-Onc Authorized Signature                                            Print Name                                                 Date 

 
__________________________________________ ________________________________________ ____________________ 
Witness                                                                                               Print Name                                                 Date 

 
 
Original-Medical Record 

Copy-Patient  
 


