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Purpose: 

• To facilitate understanding
and support in treatment.

• To aid in diagnosis and
continuity of care.

Type of information to be disclosed: 

• All medical records   □
• Progress Notes □
• Labs □
• Medications □
• Evaluations □
• Other:
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Providing information regarding your family members, friends, and other providers can be helpful in facilitating 
your care and ensures we are able to provide you with the best possible care. This form is optional and allows 

you to choose who you would like your informational potentially shared with. 

I hereby authorize Beaches Behavioral to release/receive information from my medical record including general medical information as well as 
Acquired Immunodeficiency Syndrome and/or HIV tests, psychiatric, psychological, drug and/or alcohol records in compliance with Florida Statutes 
90.503.394.459, 395.017, 396.112, 397.053 and Federal Regulation 42 CFR, Part 2.  The type of information authorized for disclosure includes, but 
may not be limited to 

ALINA M GALLIANO-PARDO, MD, DABPN, DABAM 
1909 BEACH BOULEVARD • SUITE 201 
   JACKSONVILLE BEACH • FLORIDA • 32250 
     DIRECT PHONE:  904•853•5867 

   EMAIL:  TMS@BEACHESBEHAVIORAL.COM 
   www.beachesdeeptms.com 
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HEAL PSYCHIATRIC SERVICES INC.




Farzana Amin
1710 S. AMPHLETT BLVD, SUITE 250
SAN MATEO, CA 94402
PHONE: 650-273-4082.  FAX: 650-275-7559
WEBSITE:  www.healpsych.com
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This authorization is valid for one year from the date below or ___________, whichever is earlier. I may cancel this authorization by signing, dating, and writing “CANCEL” on this original form or by sending a written, signed and dated request to the doctor above indicating my desire to cancel. I understand that once my information has been released, the recipient might re-disclose it, my doctor has no control over it and privacy laws may no longer protect it. The purpose of this authorization is to improve the quality of my mental health evaluation or treatment.
__________________________________
Patients Name                                                                            
__________________________________
Patients Signature
__________________________________          Date:-----------------------------------------
Guardian’s Signature (if patient is a minor)


Farzana Amin


