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Authorization for Release of Healthcare Information

Patient Name: [please print] __________________________________ Birth Date: ___________
Address:	 ________________________________________
________________________________________
Phone: (             )   ________ - ______________________


[bookmark: _GoBack]For Continuation of Care:
Please release my records from _________________________________  to Cardiology Institute.
				[Other Dr’s Name / Office or Hospital / Health Info Dept]     	

Cardiac Cath __				All lab results within 3 months __
Coronary bypass/Valve report __		All Radiology results within 6 months __
EKG/Echo/stress test _			History and Physical __   
Consultation __				Face Sheet __                                                   	
OP Report__					_______________   __
_______________   __			_______________   __



ACKNOWLEDGEMENT OF UNDERSTANDING:

I understand that at any time I may cancel this authorization, in writing, effective on receipt [except if authorization has already sent out]. I understand information released by authorization may be released again by recipient. I understand that Cardiology Institute may not deny my treatment, enrollment or eligibility for benefits based on my signing this authorization.


Patient Signature:  ____________________________ Date __________(Expires in 365 days)


office: 630-264-1900		fax: 630-264-1902
11 North Edgelawn Drive, Aurora, IL 60506
www.CardiologyInstituteIL.com 
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