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Central Florida Cardiology Group, P.A. 
1745 North Mills Avenue, Orlando, Florida 32803  

4106 West Lake Mary Boulevard, Suite 312, Lake Mary, Florida 32746 
5979 Vineland Road, Suite 114, Orlando, Florida 32819 

2441 West State Road 426, Suite 2021, Oviedo, Florida 32765 
1002 South Dillard Street, Suite 118, Winter Garden, Florida 34787 

  
AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS  

  
In an effort to expedite your request, please complete this form in its entirety.  Central Florida Cardiology Group uses an 
outside company to process all requests. In accordance with the state allowance, the charge will be $1.00 per page for the 
first 25 pages and 0.25 thereafter and the patient rate is .12 per page, .39 per envelope plus sales tax and postage.  Please 
allow 7-10 business days to complete this process. If you should have any questions regarding your records, please call our 
Health Information Management department at (407) 841-7151, Option 7 or fax to (407) 425-2768. CIOX Health renders 
copy services. CIOX is contracted to provide this service and will invoice you directly. If you have any questions regarding 
an invoice, you can contact CIOX at 1-800-367-1500. 
 
I,______________________________ date of birth of _______________authorizes Central Florida Cardiology  
 
Group, P.A. to furnish a copy of my medical records for the period from ______________ to _______________.  
  
Release to       ______________________________________________________________________________  
      Name of individual or company receiving records 
 
Address___________________________________________________________________________________ 
    Address      City  State  Zip code 
 
Email: _______________________________ Phone: ______________________ Fax: ____________________ 
    (PLEASE PRINT LEGIBLY) 
 
PURPOSE OF DISCLOSURE:   CONTINUITY OF CARE   DISABILITY 

PERSONAL INSURANCE 
LEGAL  WORKERS COMP 

  
TO BE RELEASED: 

       OFFICE CONSULTATION EKG ECHOCARDIOGRAM 
       HOLTER STRESS TEST NUCLEAR/PET TEST 

         CARDIAC CATHETERIZATION LAB WORK 2- YEAR CHART ABSTRACT 
  
OTHER (SPECIFY): __________________________________________________________________________________________ 
 
I hereby authorize disclosure of the health information for the above named patient. This authorization is valid for 
12 months from the date of signature.  I understand that I may cancel this request with written notification but that 
it will not affect any information released prior to notification of cancellation. I understand that the information 
used or disclosed may be subject to re-disclosure by the person or class of persons or facility receiving it, and would 
then no longer be protected by federal regulations. I understand that the medical provider to whom this is authorized 
is furnished may not condition its treatment of me on whether or not I sign the authorization. 
 
 
Signed:  ___________________________________  Date: ___________________________________  













CENTRAL FLORIDA CARDIOLOGY GROUP, P.A. 

ACKNOWLEDGMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

I have received a copy of the Notice of Privacy Practices (the “Notice”).  The Notice describes 
how my health information may be used or disclosed.  I understand that I should read it 
carefully.  In addition, I am aware that the Notice may be changed at any time.  I may obtain a 
revised copy of the Notice by calling Ajay Thakur MD at  
407-841-7151 or by requesting one at our Company's offices. 

Signature of patient or patient representative: __________________________________  

Date:_____________ 

Printed name of patient or patient representative: ________________________________ 

Relationship to patient:_____________________________________________________ 

ACKNOWLEDGMENT OF RECEIPT OF 
BILLING AND COLLECTIONS POLICY AND PROCEDURE 

I have received a copy of the Billing and Collections Policy and Procedure. I acknowledge and 
understand that I am responsible for all charges incurred for my care. 

Signature of patient or patient representative: __________________________________  

Date:_____________ 

Printed name of patient or patient representative: ________________________________ 

Relationship to patient:_____________________________________________________


