
 

Center for Urogynecology and Female Pelvic Health 
John B. Devine, MD 

375 Commercial Court, Suite E 
Venice, FL 34292 

Phone: (941) 457-7700   Fax: (941) 220-3327 
 
  

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION 
 
I hereby authorize ______________________________________to release the protected health information of:  
 
NAME: (Last, First, MI): _____________________________________________________________ 
PATIENT D.O.B: ___________________________  
PHONE #: _________________________________________________________  
ADDRESS: _____________________________________________________________________ 
 
The information is to be released to:  
NAME: Center for Urogynecology and Female Pelvic Health; John B. Devine, MD 
ADDRESS: 375 Commercial Court, Suite E, Venice, FL 34292 
PHONE #: 941-457-7700 FAX #: 941-220-3327 
 
The information I wish to have released is: 
 □All □ Ultrasound Results □ Mammogram □ Labs □ Pap Results □ Prenatal Records  
□ Substance Abuse □HIV/AIDS □ Genetic Testing □ Mental Health Care □STD Results 
 □ Other_________________________________ □ Specific Dates of Service: ______________ 
 
The purpose for the release of the health information:  
□Transfer of Care □Legal □ Other__________________________________________________ 
 
Duration of Authorization:  
Unless otherwise specified, this authorization will expire one (1) year after the date of this request.  
This Authorization will expire: □ Date: ______________________ 
 
Certification and Acknowledgement: I certify that I am the person (or the personal representative of the person). I understand that I may 
revoke this authorization at any time by notifying the Center for Urogynecology and Female Pelvic Health in writing at 375 Commercial 
Court, Suite E, Venice, FL 34292. Revocation will not apply to information that has already been disclosed in response to this 
authorization, and that the revocation will be effective except to the extent that the Center for Urogynecology and Female Pelvic Health 
has already taken action in reliance on my Authorization. I understand that, once disclosed, it is possible that the health information 
may be further disclosed by the recipient and no longer subject to protection under federal privacy rules.  
 
Signature: _______________________________________________ Date: __________________ 


