
Orthopaedics of Brevard 
Lawrence G. Robinson, M.D.          Brian S. Ziegler, M.D. 

830 Executive Lane, Suite 120, Rockledge Florida 32955-3595 
Phone:  321.639.2551   Fax:  321.504.6260 

 
I hereby authorize Orthopaedics of Brevard to release/obtain the medical records of: 

 
 
______________________________________  __________________ 
 Patient’s Name (please print)                     Date of Birth 

 
This information is to be:     ❑ released to     OR     ❑ obtained from 

 
 

Provider/Organization Name, Address, Telephone and Fax Number 
 
Provider/Organization Name ______________________________________ 
 

Address    ______________________________________ 
 

City/State/Zip   ______________________________________ 
 

Telephone ______________________  Fax   ____________________ 
 
 
Medical Information Requesting:       ❑ Recent EKG  ❑    Laboratory Results 
        ❑    Medical Records ❑    Radiology Reports 
        ❑    DEXA Reports  ❑    All Records 
        ❑    Other: ____________________________ 
 
Release Information to:       ❑ Lawrence G. Robinson, M.D.   ❑    Brian S. Ziegler, M.D. 
 
Please release all records, unless otherwise noted above and other documentation in your 
possession regarding the patient listed above. 
 
I understand these records may contain information from other health care provider, as well as 
information which are administrative in nature.  I specifically consent to the release of any 
information contained the medical record which may relate to infection with Human 
Immunodeficiency Virus (HIV), AIDS or related conditions.  I understand that you have no 
responsibility for the use or distribution of this information by the party to whom it released.  I 
release you from all liability which may arise from your compliance with this request to release 
records.  I authorize copied or facsimile transmission of my signature as an original.  Also, and 
if required, I authorize you to transmit this information by facsimile transmission (FAX) and 
release you from any liability for breach of confidentiality, misdirection of transmission or 
failure to receive transmission if my records are transmitted by fax. 
 
Authorization expires one (1) year from date signed. 
 
I understand that I may revoke this authorization at any time by notification in writing. 
(Except to the extent which action was already taken prior to revocation). 
 
 
_______________________________________ __________________ 
Patient/Guardian/Legal Representative Signature  Date 


