
 

 

 

 

 

 
Authorization for Release of Information 

 

Date of visit: ____________      First name: ________________      Last: ________________      MI: ___       

SSN: _____-____-_______      Birth date: ______________      Primary phone: ____________________       

Home address: _________________________     Apt#: ________      

City: _________________     State: ____     Zip: ________ 

 

I hereby give permission to:   ___________________________________________________________ 

     ___________________________________________________________ 

     ___________________________________________________________ 

Phone: _________________________________          

Fax: ___________________________________ 

 

Please release a copy of my complete chart to: Frontier Gastroenterology and Hepatology 
       Dr. Mohamed Kaif 
       8109 State Road 54  Phone: (727) 232-2462 
       Trinity, FL 34655  Fax: (727) 807-6466 
       
It is my understanding that by signing this authorization for release of records, I am giving permission for 

Frontier Gastroenterology and Hepatology to receive copies of any medical, psychiatric, HIV/AIDS, alcohol, 

and/or drug abuse related information for the above listed person. I hereby release the facility/physician/staff 

from any liability which may arise as a result of the use of information contained in the records released.  

 

Patient signature: __________________________________________________ Date: _________________ 

Guardian name: __________________________   Signature: _______________   Date: _________________ 

Mohamed Kaif, M.D. 
Digestive and Liver Disease Specialist 

Board Certified in Gastroenterology and Hepatology 
Board Certified in Internal Medicine 

 

8109 State Road 54  
Trinity, FL 34655 

Ph: (727) 232-6455 
Fax: (866) 224-5731 


