


CARDIOLOGY CENTER OF ENGLEWOOD 

 Eric Pressman , D.O. * Sailendra Upendram, M.D 

601 Medical Drive Englewood, Fl 34223 

(941) 475-5621 * Fax (941) 474-8587

Authorization for Release of Health Information 

Patient Name: ______________ DOB: _______ ss #: ________ _ 

Patient Address: _____________________ City: ______ Zip: _____ _ 

Telephone#: ______________ Cell#: _____________ ____ _ 

Official Use Only- Do Not Write in This Space 

Date request received ________ Medical record #: __________ _ 

I authorize the Cardiology Center of Englewood to __ SEND my records to __ Obtain my records from 

Name of Physician or Facility Telephone# and/ or Fax# 

City State Zip Code 

For the purpose of: __ Continued Medical Care: __ Personal Use __ New Patient Appt. on _______ _ 

LIST SPECIFICALLY THE INFORMATION TO BE RELEASED: 

I Understand that my medical records may contain information about alcohol and/or drug treatment, mental health or psychiatric 
treatment, and/or HIV/AIDS information. I do herein expressly and voluntarily consent to the disclosure of my health Information, as 
specified, for the purposes or need as indicated above. 

I understand that the Cardiology Center of Englewood may utilize a medical record correspondence service and that there may be a 
fee assessed for this service. 

I understand that the consent will expire in (12) months after the date shown below, or when the information requested with this 
consent has been released. 

A photocopy of the authorization shall have the same effect as the original. 

Signature of Patient or Legal Representative Relationship to Patient Date 



cCe 
Authorization for Use/ Disclosure of Protected Health Information (PHI) 

Patient Name: DOB: ------------------- ------------

I hereby authorize the use and disclosure of individually identifiable health information related to me, which is 
called PHI, Protected Health Information, under a federal health privacy law, as described below. 
I, authorize CCE, to release and obtain my private health information to/from (check all that applies): 
□ My Spouse/partner: ____________________________ _
□ My Primary Care Physician/staff Name of Physician: _________________ _
□ My Pharmacy Name of Pharmacy: -----------------
□ My Parent(s) Name(s): ___________________ _
o My Child(ren) Name(s): ---------------------
□ My POA/Healthcare Surrogate Name: _______________ _
□ None of the above
Are there any restrictions on PHI to be disclosed? □Yes o No
If yes, please describe: 

Please print 
names if 
applicable

The PHI will be disclosed to confirm appointments, to render to caregivers counseling on my treatment, for 
prescription pick-ups, and any other reason to ensure I obtain optimum treatment and care while I am a 
patient with CCE. I understand that I have the right to revoke this authorization, in writing, at any time by 
sending .such written notification to attention Privacy Officer at, 601 Medical Drive, Englewood, FL 34223. I 
understand that my revocation will not affect any actions taken by CCE prior to receiving my revocation. I 
understand that information disclosed pursuant to this authorization may be disclosed by the recipient and 
may no longer be protected by federal or state law. I understand that I may refuse to sign this authorization 
and that my refusal in no way affects my treatment. My physician will not condition my treatment or payment 
on whether I provide authorization for the requested use of disclosure except if health care services are 
provided to me solely for the purpose of creating protected health information for disclosure to a third party. 
This authorization shall be effective for 1 year from the date signed, at which time this authorization to 
obtain and release this protected health information expires. 

Patient Signature or Authorized Representative 

Patient Name Printed 
Notice of Privacy Practices 

Date 

I acknowledge that I was provided with a copy of (or the opportunity to review) the CCE Notice of Privacy 
Practices. 

Patient / Personal Representative Print ['Jame Signature 






