
Records Request 

Know all men by these presents: That I, ______________________________ hereby authorize 

the release of any and all medical records to be sent to: 

Select Health and Wellness 

1845 East West Parkway, Suite 10
Fleming Island, FL 32003 

Phone: 904.425.9060 

Fax: 904.425.9061 

A faxed copy of this release is to be considered an 

original 

__________________________________________________________ 

Patient 

__________________________________________________________ 

Witness 

__________________________________________________________ 

  Date 


