PHYSICIANS IMMEDIATE CARE

KENNETH J PALESTRANT, MD

4007 SW PORT ST LUCIE BLVD
PORT SAINT LUCIE, FL 34952

PHONE 772-343-1774
FAX 772-343-1744
MEDICAL RECORDS RELEASE AUTHORIZATION

To: ____________________________________________________________________
I, ________________________________ hereby request and authorize you to release my 
Medical records to Physicians Immediate Care covering the period
from ____________ to ____________.

Patients name (printed) ___________________________________ Date of Birth ____________

Social Security Number ___________________________________.

Signed: ______________________________________________ Date_____________________
Witness: _____________________________________________ Date _____________________
THE INFORMATION CONTAINED IN THIS MESSAGE IS PRIVILEGED AND CONFIDENTIAL INFORMATION INTENDED FOR THE USE BY THE ADDRESSEE LISTED ABOVE. IF YOU ARE NEITHER THE INTENDED RECEPIENT NOR AGENT RESPONSIBLE FOR DELIVERING THIS MESSAGE TO THE INTENDED RECEPIENT, YOU ARE HEREBY NOTIFIED THAT ANY DISCLOSURE, COPYING, DISTRIBUTION, OR TAKING OF ANY ACTION IN RELIANCE ON THE CONTENTS OF THIS TELECOPIED INFORMATION IS STRICTLY FORBIDDEN. IF YOU HAVE RECEIVED THIS TELECOPY IN ERROR, PLEASE NOTIFY THE SENDER AT THE ABOVE ADDRESS OR TELEPHONE NUMBER IMMEDIATELY, SO WE CAN MAKE ARRANGEMENTS OF ITS RETRIEVAL.

