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American
Primary Care, Inc.

"Seiting o Higher Standard in Health Care”

Authorization for release of Medical Records

Name, * Date of request

Date of Birth Social security #

I give authorization to the current custodians of
{Name of the owner of records} to disclose or
release the follawing medical records.
Pathology and lab records
Radliology and x ray records
Prescription and medication records
} understand and agree that a copy of HIV testing/Drug /Alcohol screening and /or Psychiatric records if

available. By signing this request  release all parties from alllegal liability that may arise as the result of
the release of requested information

Signature of patient:
pate

American Primary Care / Dr Sadhana Shah
2855 Alternate 19

Palm Harbor, FL 34684

Office 727-771-7200

Fax 727-789-5936
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