
          

Dr. Je nne ffe r Pula pa ka , DPM, AACFAS 
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844 No rth Sto ne  Stre e t, Suite  208        De La nd , FL  32720        Pho ne / Fa x: 386.738.3733 

  

 

Authoriza tion for Re le a se  of Me dic a l Re c ords 

to  Dr. Pula pa ka ’s Offic e  

 

 

Pa tie nt’ s na me :  _____________________________________________ 

 

Da te  o f b irth:  ___________________________ 

 

So c ia l Se c urity Numb e r: ______________________________________ 

 

I he re b y a utho rize ______________________________________________________________________  

(Na me  o f d o c to r/ o ffic e / ho sp ita l/ ima g ing / la b s/ e tc ) 

 

to  re le a se  the  BELOW me d ic a l info rma tio n fro m my p e rso na l me d ic a l re c o rd s to  De la nd  Fo o t 

a nd  Le g  Ce nte r(d e sc rib e , g e ne ra lly, the  info rma tio n d e sire d  to  b e  re le a se d , ie  p ro g re ss no te s, la b s, x-ra ys, e tc ):  

 

________________________________________________________________________________________ 

 

________________________________________________________________________________________ 

 

I g ive  my p e rmissio n fo r this me d ic a l info rma tio n to  b e  use d  fo r the  fo llo wing  p urp o se  - 

p a tie nt e va lua tio n. 

 

________________________________________________________________________ Da te  __________ 

Pa tie nt Sig na ture  
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