
 
 
 
 
 
 
 
 

 
 

PLEASE ALLOW 3-5 DAYS FOR RECORDS TO BE PROCESSED FOR 
PICK-UP OR TO BE MAILED OUT. 

 
                                                                          Date:  _________________ 
 

Patient: ____________________________   SS #:  _________________ 
 

Date of Birth:  ______________________    Sex:  __________________ 
 

I, the undersigned, authorize and request North Florida Dermatology Associates 
P.A. to release a copy of the above named patient records to: 

  _________________________________________________________  
  _________________________________________________________  
  _________________________________________________________  
 

Please send copies of the following:  ___________________________________ 
_________________________________________________________________ 
_________________________________________________________________ 
_________________________________________________________________ 

   
The purpose for which this information is being requested is:  
_________________________________________________________________ 

          _________________________________________________________________ 
  _________________________________________________________________ 
        

              Signed:  ______________________________________ 
     

     Relation to Guardian:  ___________________________   
      (Parent/Guardian)  

       Witness:  _____________________________________                 
            

Please be advised that the cost of copying is $1.00 per page for the first 25 pages 
and $.25 per page thereafter which is due before we can release any records.  
There is a charge for the physician to review/fill out any cancer policies or 
disability claims.  
 
Facsimile Numbers: 
Riverside:   904-354-0673                    St. Augustine:   904-824-8717 
Baptist:       904-396-0428                         Beaches:           904-567-1046 
                                  Orange Park:  904-272-4097       
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