STETSON UNIVERSITY
Student Health Services
Phone: 386-822-8150        


    
         



     FAX: 386-822-8152 

RELEASE OF MEDICAL INFORMATION 

Your medical information may be released only with your written permission or by court order. Please indicate below which information is to be released and the manner in which it is to be obtained. 

Patient Name _______________________________________________  ID# _______________________ 

Maiden name ______________________ Telephone # ________________________ D.O.B ___________ 
Date graduated or date last attended _____________________Today’s Date_________________________ 

Medical Records or Communication Requested: 
􀂉Immunization Records _______________________
􀂉Laboratory Results _____________________

􀂉Complete Medical Record (mail only): Physician Name:_______________________________________

􀂉Communicate with my parents/guardians __________________
Name/Relationship:________________________________________________________________ 

The following information requires your specific initials and will be released only if it is signed: 
HIV testing _________ Substance abuse referrals________ Mental health referrals ________ 
STD testing _________ Sexual assault _______ 
Mail/Fax To: 
􀂉Name:________________________________________________________________________________ 

􀂉Fax Records/Fax Number ____________________________Attention ____________________________ 

􀂉Mail Records/Mailing Address ____________________________________________________________ 

_______________________________________________________________________________________
􀂉I will pick up these records on this date _____________________________________________________ 

I understand that medical records faxed to my physician or referred physician will be done at no charge.  

Any medical records copied for any other reason will be assessed a $1.00 per page charge.

I authorize the release of these records as indicated and certify that I am the patient stated above. I understand that there may be sensitive information within these records regarding my health.
Signature ___________________________________Initials____________ Date ______________________ 

Processed by _____________________________________________          Date ______________________
