Request For Outside Medical Records

Patient’'s Complete Name: Last: First:

Middle:

Date of Birth / /

INFORMATION TO BE RELEASED FROM:

INFORMATION TO BE RELEASED TO:

Evergreen Pediatrics

Organization

Organization / Person

30960 Stagecoach Blvd #W-120 Evergreen, Co. 80439

Street Address City, State, Zip Street Address Box City, State, Zip
(303)674-6671 (303)674-0031
Phone Fax Phone Fax

INFORMATION TO BE RELEASED

ocb

Dates of service for records requested: Beginning

Format for records (O Fax O Mail

Thru

O Complete Medical Record
O Immunizations
O Labs/X-Rays

| PURPOSE OF RELEASE |

1 continuation of Care [ oOther

| AUTHORIZATION FOR GENERAL RELEASE OF INFORMATION |

| understand that:

(1) My signature on this form is strictly voluntary. (2) | may revoke this authorization at any time in writing, and if | do, it will not have any
effect on any actions taken prior to receiving the revocation. Further details may be found in the Notice of Privacy Practices. (3) If the
requester or receiver is not a health plan or healthcare provider, the released information may be disclosed by the recipient and may no
longer be protected by federal privacy regulations. (4) If | do not sign this form, my healthcare, the payment for my healthcare or my ability
to enroll for benefits will not be affected. (5) | may inspect or obtain a copy of the health information that | am being asked to disclose.
Expiration: Without my express revocation, this consent will automatically expire upon satisfaction of the need for disclosure, but in

any event will expire 180 days from the date hereof, unless otherwise specified

This form must be filled out completely in order to obtain medical records

SIGNATURE OF PATIENT / LEGAL REPRESENTATIVE

Signature of Patient or Legal Representative

Date (month/day/year)

Relationship to patient, if not signed by patient

RS e
ST A P EFiarelcS

Kenneth Kutalek, M.D. FAAP
Rudolf Schmiedt, M.D. FAAP
Emily Fay, PA-C




