Mental Health Partners
Roberto Hernando MD PA
8200 SW 117t Avenue
Suite 202
Miami, Florida 33183
Ph: (305) 274 9206 F: (305) 274 9254

I , hereby authorize Mental Health Partners to:

—_Release Informationto  __Obtain Information from __Talk face to face with __ Have phone contact with

o Check if PCP (Primary Care Physician)

For the purpose of: Healthcare Legal Other
Name: Phone: ( )
Address:

Information requested to be released: Behavioral Health Record (may include, any and all mental

health, records including Diagnosis, Initial Evaluation, Progress Notes, Medications, other)

I understand if the recipient authorized to receive the information is not a health plan or health care
provider, the released information may no longer be protected by federal and state privacy regulations. /

understand I have the right to revoke this authorization at any time. I understand if I revoke this
authorization, I must do so in writing and present my written revocation to the Medical Records

Department.

I understand the revocation will not apply to information that has already been released in response to
this authorization. I understand authorization for the use or disclosure of the information identified

above is voluntary. I need not sign this form to ensure health care treatment.

I further understand that my health care and the payment of my health care will not be affected if I do not
sign this form. Mental Health Partners, its employees and attending physicians are released from legal
responsibility or liability for the release of the above information to the extent indicated and authorized

herein.

Date:

Patient /Guardian Signature:



