Creation’s Own Corp.®
Jeff Bradstreet, MD, MD(H), FAAFP « Dan Rossignol, MD, FAAFP

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
SEND THE COMPLETED FORM TO THE FLORIDA OFFICE LISTED BELOW.
NOTE: This form must be fully filled out prior to submission. An incomplete form will not be honored.

Patient’s Name DOB:

(Please print)

| hereby authorize the use and disclosure of my minor child’s (or my own) individually identifiable health
information and records as described below.

Please check the box that applies to your request:
1 All medical records at this facility (including records from other sources provided to Creation’s Own)
1 Only records generated by this facility (not from other sources).
Only portions of records on file at this facility

] Medical records (Notes and lab reports) from to

L1 All lab reports
I Only lab reports from to

Release records from:

Creation’s Own Corp®
3800 W. Eau Gallie Blvd.
Suite 105

Melbourne, FL 32934

Send records to: (Please Print)
Attn: (Opt.)

Name

Address

City State Zip

Reason for request: O Medical O Legal 0O Personaluse O Insurance O Transfer to new doctor O Other

| understand:

e The protected health information disclosed pursuant to this authorization may not be protected by federal
law once it is disclosed by my physician and may be subject to redisclosure by the recipient.

¢ | have right to revoke this authorization at any time by writing the health care provider listed above. | un-
derstand that | may revoke this authorization except to the extent that action has already been taken
based on this authorization.

¢ Unless revoked, this authorization expires 12 months after the date signed.

Date
Patient Signature / Parent or Guardian (if patient is a minor)
Relationship to patient: O Mother O Father O Legal Guardian O Patient
Melbourne: Satellite Office:
3800 W. Eau Gallie Blvd. Suite 105 California Integrative Hyperbaric Center
Melbourne, FL 32934 16251 Laguna Canyon Rd., Ste. 175
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