ol Central Florida

HEARING SERVICES Informative. Compassionate. Personalized.

Release Form

Patient Name Date

l, authorize Central Florida Hearing Services, PLLC to release or obtain
medical records and all information, including copies of my Hearing Evaluation and any related Hearing and Balance
Evaluations, all pertinent hearing aid information, notes and reports to or from:

Information deemed appropriate unless updated in writing.

(1) Name

Address

Phone Fax

(2) Name

Address

Phone Fax

(3) Name

Address

Phone Fax

(4) Name

Address

Phone Fax

PATIENT SIGNATURE DATE

4040 US Highway 27 N., Suite A, Sebring, FL 33870 - Ph: (863) 386-9111 « Fx: (863) 386-9121
www.centralflhearing.com
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