Robert Donnelly, M.D., Ph. D.

- I Sean Croteau, PA-C
Fu C I rc e Orthopedic Surgery & Reconstructive Spine Surgery
ORTHOPEDICS Phone: 727-446-5633 Fax: 727-447-6312

FC ORTHO AUTHORIZATION TO DISCUSS HEALTH INFORMATION

Bl Authorization to Discuss Health Information

l, (patient name) would like to designate,

(Person authorized), my (relation), to discuss ALL medical care.

B Authorized to Release Health Information

Patient’s Name:

Date of Birth: Last 4 digits of SSN:

| request to authorize to release my records to my specialist, Please mail any

imaging CD’s to the address or fax above:

Signature of Patient: Date:

Clearwater Location Palm Harbor Location

1528 Lakeview Road Clearwater, FL 33756 35111 US Hwy 19 N. Palm Harbor, FL 34684
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