
 
The information contained in this facsimile transmission is intended only for the use of the individual or entity named and may contain information that is 

privileged or confidential.  If the reader of this message is not the intended recipient, or the employee, or the agent responsible to deliver it to the intended 

recipient, you are hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited.  If you have received this 
communication in error, please return it to the address above via the U.S. Postal Service. 

 
 DENNIS S. AGLIANO, M.D., F.A.C.S.                     RENE A. BOOTHBY, M.D.  MIGUEL A. RIVERA, M.D. 
                                           SCOTT A. POWELL, M.D., M.B.A                      JEREMY B. ROGERS, M.D. 
   

        5105 N. ARMENIA AVENUE                                                    1139 NIKKI VIEW DR. 
        TAMPA, FL 33603                                                         BRANDON, FL 33511 
        TEL. (813) 879-8045                   TEL. (813) 685-7761 
        FAX (813) 876-6504                   TAX ID 59-1351936                                  FAX (813) 685-2477 
 
 

DATE: _____________________________ 
 

MEDICAL RECORD INVOICE 
PATIENT DATA 
 

NAME        ___________________________________ 
 
ADDRESS  ___________________________________ 

                    __________________________ 
                   
PHONE   __________________________ 
 
SSN           ______-______-_______          DOB: _______________ 
 
SIGNATURE __________________________________ 
 

Please accept my signature above as my written authorization to release 
any and all medical records your office has on file for me or my child, and 
release photocopies to the designee below. 
 

RECORDS RELEASE TO: 
 

NAME        ___________________________________ 
 
ADDRESS ___________________________________ 
                   
                   ___________________________________ 
 
PHONE      __________________________ 
 
FAX           __________________________ 
 

 


