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Authorization for Release of Medical Records Information 
 
 

Patient’s/Client’s Name: __________________________________ Birth Date: _____________ 
             Last         First   M.I.   Mo./Day/Year 
 
The undersigned hereby authorizes and requests 
 
_____________________________________________________________________________   
Hospital, Agent, or Treatment Program 
 
To provide  
 

Flagler Cares, 160 Cypress Point Parkway, Suite B302 Palm Coast, Florida 32164, 
 
Fax: (386) 463-1030,   Attention: _________________________________________ 

 
The following information: Admission and discharge summary, psychosocial evaluation, 
psychological testing reports, progress report, treatment notes, summaries, all test results, and 
therapist notes if applicable.  
 
Dates of Service Requested: ______________________________________________________ 
 
This disclosure is to be used for the following purpose(s): Continuity of care – program need 
This consent will expire one (1) year from the date hereof unless otherwise stipulated.  
 
I understand that the information may/will include treatment for mental and /or physical illness, 
counseling or treatment for drug and/or alcohol abuse, human immunodeficiency virus (HIV), including 
acquired immunodeficiency syndrome (AIDS) or test for HIV or AIDS.  I understand that I may revoke my 
consent to release information from my records, but not retroactive to release of the information 
already made in good faith.  
 
_________________________________________________Date:______________________________ 
Patient/Client Signature 
 
_________________________________________________Date:______________________________ 
 Witness 
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