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AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION  
  

 Patient’s Name:  __________________________ Date of Birth:_____________________________  

  

 SSN:  ____________________________________________________________________  

  

 I request and authorize _________________________________________________________ to   

release healthcare information of the patient named above to:  

  

  

  The Arrhythmia Center of South Florida –   
  5258 Linton Blvd. Ste 106 Delray Beach, FL 3348  

Phone: (561) 303-3491 Fax: (877) 248-5240 

  

  

  

 This request and authorization applies to:  

  

o Healthcare information relating to the following treatment, condition, or 

dates:_____________________________  

  

         __________________________________________________________________________________  
  

o All healthcare information  

  

o Other:   _________________________________________________________________________________  

   

  

  

 I place no restrictions on history of illness or diagnostic and therapeutic information, including any treatment for alcohol, 

drug abuse, psychiatric disorders, or HIV infection.   

  

  

  

  

  

   

  

 Patient Signature: __________________________________________ Date Signed: __________________________  


