Coquelet & Punger Family Medicine, P.A.

4640 South 25th Street, Fort Pierce, FL 34981

(772) 466-8884 (P)  ·   (772) 466-8832 (F)

AUTHORIZATION TO RELEASE MEDICAL RECORDS 

Patients Name:_________________________________________Date:____________________

Social Security Number:__________________________________________________________
FROM:
Provider’s Name:_______________________________________________________________

Address:______________________________________________________________________

_____________________________________________________________________________
Phone number:______________________________Fax _______________________________

I hereby authorize the release to:

                                         Coquelet & Punger Family Medicine, PA
                                                            4640 South 25th Street

                                                              Fort Pierce, FL  34981

Any information, including diagnosis and medical records of any treatment or examination rendered to me during the period of _______________ to _______________.

To include and Federal and State protected information under:


Florida Statue 394-45(9)
Psychiatric information (initial) _______________

 
Florida Statue 397.053

Drug                             (initial) _______________

             Florida Statue 396.112

HIV/ARD test results    (initial) _______________

I understand and direct that this authorization remain in effect or six months or until I revoke it in writing. I hereby release your office or facility and it’s employees from any and all liability that may arise from the release of this information as I have directed. 

Signature of patient/parent:________________________________Date:___________________

Signature of Witness: ____________________________________Date:___________________

Juan G. Coquelet, DO




Denise Punger, MD, FAAFP, IBCLC

coquelet@bellsouth.net




denisepunger@hotmail.com

