
3328 Bee Ridge Road    Sarasota, FL 34239    Ph: (941) 926-2300   Fax: (941) 926-8424 
 
 

 
 

 
 

 
 
 

MEDICAL RECORDS RELEASE FORM 
 

RELEASE  FROM:  
            __________________________________ 
 (First, Middle, Last Name) 

            __________________________________ 
  (Mailing Address) 
 __________________________________ 
 (City, State, Zip)  
 __________________________________ 
             (Phone number) 

  FORWARD TO:                      
__________________________________ 

 (First, Middle, Last Name) 

            __________________________________ 
  (Mailing Address) 
 __________________________________ 
 (City, State, Zip)  
 __________________________________ 
             (Phone number) 

 
I request a copy or summary of the following medical records: 
 □  Complete Medical Record 
 □  Biopsy Report(s) 
 □  Lab Report(s) 
 □  Consultation Reports 
 □  Surgical Procedures 
 □  Other ____________________________________________________________________ 
 

Please check one: 
 □  For dates of service from ___________ to ___________ 
 □  For all dates of service 
 
 

Please check one: 
 □  Fax        ______________________(enter fax number) 

□  Mail :       □  Paper Chart    □  CD    □  USB fob     Select option (send to FORWARD TO address) 
□  Pick up     □  Paper Chart    □  CD    □  USB fob     Select option 
Sorry, we cannot send Medical Records by email. 

 
Additional Comments: 
_________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
By signing this release, I understand that there may be a reasonable medical records copying fee as permissible by 
Florida State Law. By law, we are only permitted to release you medical records to you (the patient). By listing 
the individual above (FORWARD TO), you have given us permission to release your medical records to this 
person. We may require a photo ID to be sent by fax or email to us along with the form to match signatures. We 
cannot disclose any of your private health information to anyone who is not listed on this form. 
 
_____________________________________________  _____________________ 
Patient Signature        Date 
 
_____________________________________________  ______________________ 
Print Name                           Date of birth 

Bradley J. Abrams, D. O. 
A.O.B.D. Board Certified Dermatologist 
Fellow American Society of MOHS Surgery 

Sheryl Wilson, ARNP-C 
 

 

initiator:info@abramsderm.com;wfState:distributed;wfType:email;workflowId:22ecae6209776e4d8b723de1b867d0fa
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