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JAMES E. LEMIRE, MD, PA
Natural famﬂy medicine with a Pcrsonal touch

Request for Medical Records
' Aﬁm T Physician Group 7 Wedical Facilty Fa mamber Telephone nurmber
| hereby authorize to release copies of the medicai records
Physician / Physician Group / Medical Facility
of to Lemire Clinic, James E. Lemire, MD, P.A. for the specific purpose

Patient's Name
of: O Continuing Medical Care (O Other

This request is for the complete medical record, including: (initial each line that applies)
______Psychiatric / Mental lliness
Drug and / or alcohol abuse
_—_HIVTesting
__ ARCand/orAlDS

| understand that this consent is valid for one (1) year and is revocable upon written notice to your office, except
to the extent that action has already been taken on this authorization. Alcohol, drug, HIV, ARC and / or AIDS
information, if present in the record, will be disclosed only Iif authorized above.

| further understand that | may select which information from the above list of confidential information will be
released, by placing my initials in the area provided. ] acknowledge that | have read this authorization, fully
understand its contents, and have voluntarily signed it on this date.

A COPY OF THIS RELEASE SHALL BE AS VALID AS THE ORIGINAL

I 1
Signature of Patient / Parent / Guardian / Legal Representative  Date Patient's Date of Birth Soc. Sec. Number
1
Signature of Witness Date .
Please send the medical records information to: NOTE:
Lemire Clinic
9401 SW Hwy 200 Bldg. 90 ANYTHING OVER
Ocala, Fl. 34481-9612 10 PAGES PLEASE
Phone  (352) 201-9459 MAIL.
Fax (352) 291-9465

9401 SW Hwy 200 Building 90 Ocala, FL.. 34481
Phone: (352) 291-9459 www.LemireClinic.com Fax: (352) 291-9465




