                  Karr Foot Kare, PA  
 
5421 South Florida Ave       Lakeland, FL 33813
        Ph (863) 646-5960       Fax (863) 644-2847      drkarr@gmail.com
AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION

Patient Name: ____________________
     Date of Birth: ___________________

SS #: _____________________ 

     Telephone: __________________

Address: ______________________________________________________________

I authorize release of my medical records from/ Exchange of information with:

Physician/Facility: _____________________________ Telephone: ________________

Address: _________________________________________ FAX: ________________

Please send my medical records to/ Exchange of information with:

Physician/Facility: Dr. Jeffrey C Karr

Telephone: 863-646-5960
Address: 5421 S Florida Ave Lkld, Fl 33813     
FAX: 863-644-2847
Reason for release of information:
X Patient care

   Other:________________________________________
Please release the following records (check all that apply):

___Lab results: MOST RECENT BLOODWORK

___Lab results: for Lamisil (AST and ALT)

___Lab results (dates) ___________________________________________________

___Clinic notes (dates) ___________________________________________________ 
___HIV test results ___________________________________________(Please initial)

___Office Notes (Specify) _________________________________________________

___Radiology/Imaging reports (Specify type and/or date) ________________________

___X-Ray Films ________________________________________

___Other information (Specify) _____________________________________________

Consent:
This information is intended for use by the above-named recipient only. I am aware that

the records released may contain information relating to psychiatric or psychological

testing, physical abuse, or drug and alcohol abuse. This authorization will expire exactly

one year from the date below.  I have the right to receive a copy of this authorization. I may revoke this authorization at any time in writing. I understand that information used or disclosed under this authorization may be subject to redisclosure by the recipient without being further protected under the HIPAA rules. I understand that I may be charged for copies provided. Incomplete information may cause a delay.

Patient Signature: ______________________________ Date: __________________

