www.napleswomenscenter.com

Kathleen Marc, MD
Deanna Hobby, ARNP
Kelly Gallo, MSN, ARNP
Eva Clark, FNP-BC

Kathleen Marc, M.D.,

Authorization for Release of Medical Records from NWC
I, ___________________________________________________on ____________

Eva Clark, FNP-BC

Patient name

date

Hereby Authorize
Kelly Gallo, MSN, A.R.N.P.

Naples Women’s Center, LLC
1265 Creekside Pkwy, Suite 200, Naples, FL. 34108
Phone (239) 513-1992
Fax (239) 513-9022

Deanna Hobby, A.R.N.P.

To release my medical records consisting of ____________________________
From dates: _____________________ to ___________________________
TO: _____________________________________________________
________________________________________________________
Phone: ______________________Fax: ________________________
For the purpose of:
__transferring locally: reason of transfer ______________________________________

Naples Office
1265 Creekside Pkwy
Suite 200
Naples, Florida 34108
Ph: 239-513-1992
Fax: 239-513-9022

__transfer out of town/state
__copy to self***
__copy to family doctor/specialist __insurance company request
I hereby authorize release of the above information, including psychiatric, alcohol or other drug dependency history of treatment, and
HIV/AIDS antibody testing results, and /or from Naples Women’s Center, and hereby release the above from all legal liability that may
arise from the release of the information requested. If, in the judgement of the medical staff, disclosure of certain information will be
harmful if released to the patient, such information may be withheld in accordance with specific state and federal regulations.
This consent will also serve as authorization to disclose information to any person, corporation, or agency which is or may be liable for
all or part of the physician charges or who may be responsible for determining the necessity, appropriateness, amount or other matter
related to the treatment charges, including, but not limited to, insurance companies and/or third party reviewers. I further authorize
disclosure of information to the program’s insurance carriers when so requested by the carrier.
I understand that I may revoke this consent to release information in writing at any time, except to the extent that action has been taken
in reliance thereon. In any event, upon fulfillment of the above stated purpose, this consent will automatically expire one year from the
date signed. Unless you specify a different date here: _________. I further understand that Naples Women’s Center reserves the right to
notify the above named person, corporation, or agency of my revocation in the event that I revoke this consent to release information.

Patient Signature: _____________________________________________
DOB: __________________________ Social Security #________________
Last 4 digits
There is a processing time period of 3 to 5 business days on all records including transferring patient records, physician
requests, patient copies, etc…
***A copying fee of $1 per page is applied to all patient copy records requests which is due prior to receiving said
records. This form expires in 90 days from signed date***

