Rheumatology Care Associates
We Care

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

Patient’s Name:

DOB:

| hereby give my consent to

Rheumatology Care Associates PLCC to release my medical records to:

Name/Facility

Address

Phone

Fax:

Information to be released: any and all reports of diagnoses, treatment, prognosis, and

recommendations, as well as other data pertinent to treatment during the period:

From: To:

Patient or Guardian’s Name (print):

Signature:
Date:

Rheumatology Care Associates PLCC. Address: 2741 Citrus Tower Blvd, Clermont, FL-34711
Phone :352-717-0603 Fax: 352-717-0604

Website:www.rheumatologycareassociates.com

Email: info@rheumatologycareassociates.com



http://www.rheumatologycareassociates.com/

