
 
Dr. Reginald Sampang 

11151 Spring Hill Dr. Spring Hill, FL 34609 
Ph: 352-701-4030 Fax: 352-606-3149 

 
AUTHORIZATION TO RELEASE MEDICAL RECORDS 

(This authorization complies with HIPAA) 
 

Printed Name of Patient (first, middle, last name)  

  
Birthdate (mm/dd/yyyy) 
  

             
I hereby authorize any health care professional, medical facility, mental health facility, 
laboratory, paramedical facility, medical examiner, medical records service, prescription 
history clearing house, consumer reporting agency, employer, or family member to release all 
health information about me:  

Name of Healthcare Facility from which Records are Requested: 
______________________________________________________________ 

Address: ______________________________________________________ 

City: _________________ State: ______________ Zip: ________________ 

                         Phone: _________________________ Fax: _________________________ 

Medical Records to be released: 

• Entire Medical Record including patient histories, office notes (except psychotherapy 
notes), test results, radiology studies, films, referrals, consults, billing records, insurance 
records, and records sent by other health care providers. 

 
This authorization is valid for 24 months following the date of my signature shown below.  A 
copy, electronic copy, image, or facsimile of this authorization is as valid as the original.  I have 
the right to revoke this authorization in writing at any time.  I acknowledge that such a 
revocation is not effective to the extent the above person/organization has relied on the use 
or disclosure of my health information.   
 
I have read (or have had read to me) this authorization, and I agree to its terms as indicated 
by my signature below.  I am entitled to a copy of this authorization.  
 

Signature of Parent / Guardian   Date Signed:  Relationship to Patient: 
 
 
 

 


