LYNN UNIVERSITY HEALTH CENTER

Authorization For Release Of Medical Information

1, . - _hereby authorize

Name;
Address:

Fax #

/  Health Center
' 3601 North Military Trail
Boca Raton, Florida 33431

To reiease to: Lynn University

The following information from my medical records:

Immunization record most recent physical exam
Other '
For the purpose of: ____school requirements for registration
Other '

1 understand that the information released cannot be disclosed by the person
- or instifution named above unless I specifically authorize such a release in
writing,

- Date: 3
Signature of patient:
Student TD#

CONFIDENTIALITY NOTICE: The documents accompanying this facsimile transmission may contain
certain confidential information which is legally privilege and protected from disclosure by federal law.
* The information is intended for the use of the individual or the name above. If you are not the intended
recipient, you are hereby notified that any disclosure, copying or distribution or taking any action of the
“contents of this facsimile information is strictly prohibited. If you have received this facsimile in error,
please immediately notify us by telephione fo arrange for the return of the original documents to us.

Lynn University-Health Center
3601 North Military Trail
Boca Raton, Florida 33431
561-237-7231 Fax:3561-237-7116

www.lynn.edu/healthcenter
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