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AUTHORIZATION FOR VISITOR  
 

 

I, ______________________________, hereby authorize the use or disclosure of my individually identifiable health information as 
described below.  I understand that this authorization is voluntary.   
 

 Entire Medical Record _______________________________ 
 Office Visit ________________________________________ 
 Lab Result _________________________________________ 
 X-ray Results of Films ________________________________ 
 Immunization Records ________________________________ 
 GYN Records _______________________________________ 

 

INCLUDE EXCLUDE   INCLUDE EXCLUDE  
    HIV and/or AIDS      STD 
    Drug Abuse      Alcohol Abuse 
    Psychiatric Records      Sexual Assault Records 

 
I authorize the presence of the following visitors: 
  

 Name :  _____________________________________ 
 

 Relationship to Patient : ___________________________ 

 Name:   _____________________________________ 
 
 

 Relationship to Patient : ___________________________ 

 
 

 I understand that I will get a copy of this form after I sign it. 
 I understand that this authorization will expire on the date signed. 
 I understand that I may revoke this authorization at any time prior to, or during, my patient visit. 

  
 
_____________________________________   _________________________________ 
Signature       Date 
 

_____________________________________   _________________________________ 
Print Name       Social Security Number 
 

_____________________________________   __________________________________ 
Witness        Date 
 

 
 

*****CONFIDENTIALITY NOTICE***** 
The documents accompanying this telecopy transmission contain confidential information belonging to the sender that is legally privileged.  This information is intended only for the use of the 
individual or entity named above.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of these 
documents is strictly prohibited.  If you received this telecopy in error, please notify the sender immediately to arrange for return of these documents. 
 
UCF-Health Center- H I M Dept. , P.O.Box 163333, Orlando, FL 32816-3333 
Tel (407) 823-2091 or fax to (407) 823-3359. 


