
	
  

	
  

813-981-4403 
Fax 813-852-6830 

3903 Northdale Blvd Suite 100E 
Tampa, FL 33624 

 
Patient Release of Medical Records 

 
Date__________________________   Patient DOB___________________ 
 
Patient Name________________________________________________________________ 
 
I authorize __________________________________________________________________ 
  Physician Name 
 

To release my medical records to: 
Be Mobile Neurology, LLC 

Deborah Boland, DO 
 

Fax 813-852-6830 
Email drboland@bemobileneurology.com 

 
3903 Northdale Blvd Suite 100E 

Tampa, FL 33626 
 

Phone 813-981-4403 
 
Please fax, email or mail the following to Be Mobile Neurology: 

_____ Copies of my medical records 

_____ Discharge summary from hospitalization(s) 

_____ Procedure and/or Surgical report(s) 

_____ Imaging Studies (x-ray, CT, MRI, PET Scans, DAT Scans, etc: including radiology report and pictures on 

CD via mail or electronic via email) 

_____ Lab Results 

Patient Name: __________________________________________________________________________ 

Patient Signature: _______________________________________________________________________ 

Witness Signature: ______________________________________________________________________ 

Confidential Information: Personal health information is confidential. It is intended for the exclusive use 
of the addressee. If the reader of this message is not the intended recipient, any dissemination, distribution, or 
copy of this communication is strictly prohibited. Please notify our office immediately, if you have received this 
communication in error.  It is only to be used to assist in providing specific healthcare services. Any other use is a 

violation of HIPAA. 
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