
 
Robert W. Tinsley, D.P.M., P.A. 
Diplomate, American Board of Podiatric Surgery 

Fellow, American College of Foot and Ankle Surgeons 

 

AUTHORIZATION FOR RECORDS RELEASE/ 

REQUEST OF CONFIDENTIAL INFORMATION 

  
I, hereby authorize Robert W. Tinsley, DPM, PA to release to:: 

 
 

Name of Physician/Individual 

 

 

Hospital or Agency 

 
 

Address 

 

 
This is to request/authorize you to release to Robert W. Tinsley, DPM, PA 

            TO:    
Physician 

 

Address 

 

    

 
Any information including diagnostic and medical records or treatment and/or examination rendered to 

me during the period from ___________ to _____________ including any and all Federal and State 

protected information without limitation psychiatric, drug and/or alcohol abuse, and human 

immunodeficiency virus test results (Aids and related conditions) 

 

I understand that this authorization remains in effect for 90 days or until I revoke in writing. I hereby 

release Robert W. Tinsley D.P.M., P.A. and his employees from any and all liability that may arise 

from the release of this information as I have directed. 

 
 Date of Authorization Physician’s Name in F u l l  ( P r i n t )  

 
 

 Date of Birth Patient's Signature 

 
 

 Social Security Number Authorized Representative 

 
 

Witness 

 

 

7341 Office Park Place, Unit 103 

Viera, Florida 32940 

Phone: (321) 253-4973    Fax: (321) 253-4913 






