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AUTHORIZATION TO OBTAIN AND DISCLOSE MEDICAL INFORMATION

Patient Name: __________________________________________________ Date of Birth: _________________
Street Address: _______________________________________________________________________________
City/ State/ Zip: _________________________________Phone #: _____________________________________



         	Release Records TO:	     	Self (address same as above)		Obtain Records FROM:
Name: ______________________________________________________________________________________
Address: ________________________________________________ City/ ST/ Zip: _________________________
Phone #: __________________________________________ Fax #: ____________________________________
Information to be obtained:
· Office Notes
· H&P/ Discharge Summaries
· Labs
· EKG’s
· Chest X-Ray Reports
· Echocardiogram Reports
· Arrhythmia Monitors/ Pacemaker Checks
· Vascular/ Pulmonary diagnostic testing
· Cardiac Cath Reports
· Cardiac/Valve/VAD/ Transplant Surgery Reports
· Electrophysiology Procedure ie device/lead implant or change report
Purpose of Disclosure
			




 Continuing Care	Personal Records	Legal	      Insurance	   Other: _________________________

I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment. I may inspect or copy any information to be used and/ or disclosed under this authorization in accordance with organizational policy. I understand that I have the right to revoke this authorization in writing. My revocation will be effective upon receipt, but will not be effective to the extent that this organization has taken. I also understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer be protected under federal law. I have reviewed and I understand this Authorization. 


Patient/ Legal Guarding Signature							Date
