Authorization for Release of Medical Information

Facility Name


Telephone #

Facility Address



Patient Name
Social Security #

Date of Birth
Telephone #

Patient Address



I hereby authorize  _______________________________________________  to release 






Facility Name

to the International Shark Attack File, for research purposes, information contained in my medical record regarding my hospitalization, care, and treatment.  I understand that this authorization is for the release of and extends to my entire medical record, which may include alcohol and/or drug abuse, psychiatric information, HIV tests and results, and/or AIDS information. I understand that this authorization extends to the release of information via U.S. mail, telephone, or facsimile machine (fax).

Date(s) of Service   _______________________________________________________

I understand that authorizing the disclosure of my medical information is voluntary.  I understand that I have the right to revoke this authorization at any time, via written form presented to the above named facility.  Unless otherwise revoked, this authorization will expire in six months or on the following date or event: ___________________________
______________________________________
      ___________________________

Signature of Patient or Legal Representative
                  Date




________________________________________________________________________

If signed by other than patient, please describe the relationship to the patient

______________________________________

Signature of Witness
Send requested records to:


International Shark Attack File


Telephone:  (352) 392-2360


Florida Museum of Natural History


FAX:
        (352) 392-7158


Dickinson Hall


P.O. Box 117800


Gainesville, FL  32611  U.S.A.
