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Authorization to Release Medical Records/Information

Patient Name ______________________________________________________Date of Birth___________________________
Address ____________________________________________City/State____________________________________________
Zip Code_____________________ Phone____________________________ Last 4 Digit Social Security__________________
To disclose/release the following information *(circle all that apply)
All Records 		Most Recent		Office Notes (previous 3 years)	Labs/pathology (previous 3 years)
Radiology Records (previous 3 years)		Other____________________

Requesting Records From: Name/Doctor:______________________________________________Address:______________________________________
City/State_________________________________________________Zip Code: ______________________________________
Phone:___________________________________________________Fax:___________________________________________

Please send the records to: 
Advanced Heart and Vein Center	          	Name/Doctor  _____________________	    	      Self
905 W. 124th Ave. Unit 150        		Address:   _________________________            	                            		                         
Westminster, CO 80234		          	City/State _________________________		              
P) 720-772-8040		         		Phone:     _________________________
F) 720-805-1551	                        		Fax:           _________________________
			 
Release Medical Information generated only by this facility. I specifically authorize the release of information regarding the following condition(s): Please initial below all that apply				
______ Drug abuse if any					_____ Substance abuse if any
______ Psychological or psychiatric conditions if any	_____ AIDS/HIV if any
I understand that I may revoke this authorization at any time.  This authorization will expire in 1 year from date signed, unless revoked. A copy of this authorization may be utilized with the same effectiveness as an original.

Patient’s name (Please Print)
								Person authorized to sign for patient (Please Print) POA
______________________________________________		________________________________________________

Patient’s signature:
								Signature:
______________________________________________		________________________________________________									Relationship to patient: ____________________________
[bookmark: _GoBack]Date: __________________________________________		Date:___________________________________________
Revised 6/10/19

image1.jpg
ADVANCED HEART
Ao\ JEIN CENTER

\ [





