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Women’s  Health  Partners,  LLC  
Diplomates of the American Board of Obstetrics & Gynecology 

www.myobgynoffice.com 

6859 S.W. 18th Street, Suite 200 

Boca Raton, FL 33433-7056 

(561) 368-3775 

Fax (561) 368-1143 / 392-7139 

7545 W. Boynton Beach Blvd., Suite 101  

Boynton Beach, FL 33437-6166  

(561) 734-5710  

Fax (561) 734-9118 

www.myobgynoffice.com 

CONSENT TO RELEASE & OBTAIN PATIENT 

RECORDS 
 

 

I hereby authorize Women's Health Partners, LLC 

 

             To RELEASE copies of my medical records to: 

 

             To RECEIVE copies of my medical records from: 

 

Name:   ____________________________________________ 

Address:  ____________________________________________ 

Phone:   _______________________________  Fax:  _______________________________________ 

I understand that my records may contain information pertaining to my diagnosis or treatment of my medical, 

psychiatric, AIDS/ARC/HIV testing, alcohol or drug abuse condition. I also understand that any topic 

discussed during my medical treatment was documented, and therefore, will be released. 

              Send all of my records 

              Send only the following records:  ________________________________________________________ 

___________________________________________________________________________________________                          

Patient Name:  ___________________________________________________________________________ 

SS #: ______________________________________ Date of Birth: _________________________________ 

Patient Address: __________________________________________________________________________ 

________________________________________________________________________________________ 

I understand the following: 

 

a. I may revoke this authorization at any time by providing written notice to the practice. 

b. I may not be able to revoke this authorization if the practice has already taken action utilizing this 

authorization or if the authorization was obtained as a condition of obtaining insurance coverage. 

c. The practice will not condition treatment or payment based on my signing this authorization. 

d. I am signing this authorization freely. 

e. No one has pressured me to sign this authorization. 

f. The information disclosed in this authorization may be subject to re-disclosure by the practice and no 

longer protected by federal law. 

g. I acknowledge that I have had an opportunity to review this authorization and understand the intent 

and the use. 

 

Signature: ________________________________________________     Date:  _______________________ 

Samuel Kaufman MD, FACOG 

Stewart P. Newman MD, FACOG 

Jane E. Rudolph MD, FACOG 

Gostal Arcelin MD, FACOG 

Lauren Feingold DO, FACOG 

Rachel K. Ciaccio MD, FACOG 

Kristine Tibavisky MD, FACOG 

Tara Ruberg MD, FACOG 

Stephanie Figueria MD, JACOG 

Hara Berger DO 

Rachel DeVaney CNM 

Laurie Gibbons CNM 

Tyler Halvaskz CNM 

Adrienne Bradley CNM 

Brenna Schulman ARNP 

Corrie Henry ARNP 

Jessica Hoke ARNP 

 


