GENESIS HEART AND VASCULAR ASSOCIATES PLLC – 
Authorization to Release Medical Records
Patient Name: ___________________________
Date of Birth: ___________________________
Social Security Number: ___________________
I, the undersigned, authorize the release of the following medical information for the above-named patient:
· History and Physical
· Procedure Reports (ultrasounds, bypass, caths, echos)
· Lab/Path Reports
· Other: _______________________________
To:
(Name of Doctor, Hospital, Office, Person)
Phone: _______________.    Fax: _______________
From:
(Doctor, Hospital, Office)
Phone: _______________.     Fax: _______________
I understand my medical records are confidential and cannot be released without my written consent, except as permitted by law. Information may include history, diagnoses, treatment of drug/alcohol abuse, mental illness, or communicable diseases, including HIV/AIDS.
I understand I can revoke this authorization at any time, except to the extent action has been taken based on this authorization. This authorization will expire 6 months from the date of my signature unless revoked earlier.
Date: _____________________
Signature: _________________________
Relationship to Patient: _____________________
