












MANOOGIAN ORTHOPEDIC CENTER, P.A. 
1945 Bay Road 

Mount Dora, Florida 32757 

Phone: 352-483-5633 

Fax: 352-483-5070 

AUTHORIZATION TO RELEASE HEALTH INFORMATION 

Patient Name: _________________________________ Date of Birth: _____________________  

Address: ____________________________ City: _______________ State:_______ Zip:_______ 

 

I hereby authorize you to release records to/from: MANOOGIAN ORTHOPEDIC CENTER. 

Name: ________________________________________________________________________ 

Address: ________________________   _____________________________________________ 

City: ____________________________   State: ______________________ Zip: _____________ 

Phone ________________________________   Fax: ___________________________________ 

The specific information I wish to have released is (please include dates of treatment): 

______________________________________________________________________________

______________________________________________________________________________ 

In addition to the general authorization to release confidential medical record information, I 

authorize the release of the records described as the following:  

     - Communicable disease-related information, including records of testing,                    YES       NO 

diagnosis, or treatment for HIV, HIV-related illness, AIDS, AIDS-related diseases.   

     - Drug And alcohol treatment.                                                                                                         YES          NO 

     - Psychological/psychiatric information, including diagnosis and treatment.                        YES           NO  

 

The release is at my request for further medical care.  

 I understand that I may revoke this consent at any time, except where information has already 

been released. This authorization is valid for a ninety (90) day period from the date it is signed.  

  

 __________________________________________        _____________________________ 

 Signature: (Patient or Legal Representative)           Date 



Manoogian Orthopedic Center, P.A. 
Medical Information Release Form 

(HIPAA Release Form) 

 

Name: __________________________________________________ Date of Birth: _______________ 

Release of Information 

[ ] I authorize the release of information including the diagnosis, records; examination 

rendered to me and claims information.  This information may be released to: 

 [ ] Spouse _______________________________________________ 

 [ ] Child (ren) _____________________________________________ 

 [ ] Other ________________________________________________ 

[ ] Information is not to be released to anyone 

 

This Release of Information will remain in effect until terminated by me in writing 

Messages 

Please call [ ] my home [ ] my work [ ] my cell number: __________________________ 

If unable to reach me: 

 [ ] you may leave a detailed message 

 [ ] please leave a detailed message asking me to return your call 

 [ ] __________________________________________________ 

The best time to reach me is (day) ________________________  between (time) ____________ 

 

 

Signed: ___________________________________________  Date: _______________________ 

 

Witness: __________________________________________ Date: _______________________ 


