REQUEST FOR AUTHORIZATION OF MEDICAL RECORDS
Client: ______________________________________________

County:_________________________________________________

Case No(s):______________________________________________

I request authorization to copy the medical records of the following:

Name:_____________________________________________
Name of Payee: _______________________________________________

Address: _____________________________________________________

____________________________________________________________

FED ID#: ____________________________________________________

___ Copies @ _______________ per copy

___ Postage __________________

___ Other ____________________

Pursuant to Chapter 27.54 F.S., I hereby certify that these costs are useful and necessary in the defense of this case.
Requested by: ____________________________  Date: ______________

                            Assistant Reg. Counsel

Approved By: ____________________________ Date: _______________

                          Chief Asst. Reg. Counsel 

INSTRUCTIONS FOR PROCESSING PAYMENT:  Instructions for  Processing Payment: Scan to Chief Assistant with Justification Form. Place Style of case, case number, and type of request in e-mail heading.
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