CRITICAL CARE, PULMONARY

& SLEEP ASSOCIATES

Patient Name: Date of Birth:

Previous Name: Treating Physician:

Release To:
Name or Organization:

Address:
City: State: Zip:
Phone: Fax: Email:

| request and authorize the release of the following medical information to the organization, agency or individual
named above on this request. | understand the information to be released may include information regarding the
following condition(s):

[ ] Drug/alcohol abuse [ ] STD/AIDS/HIV [] Psychological/psychiatric conditions

INFORMATION TO BE DISCLOSED

[] My complete medical record
[ ] My health information related to the following treatment or condition:

My health information limited to the date(s):
Other:

Reason for this authorization (check all that apply):
[ ] At my request [] by mail [ ] by email [] by fax
[] other (specify):

This authorization ends: [_] On fulfillment of this request [_] on this date:

My Rights:

e | understand | do not have to sign this authorization form in order to get health care benefits (treatment,
payment or enrollment).

e | may revoke this authorization in writing and submit to the address below. If | do, it will not affect any
actions already taken by the above-named practice based upon this authorization. | may not be able to
revoke this authorization if its purpose was to obtain insurance.

e Once the office discloses health information, the person or organization that receives it may re-disclose it.
Privacy laws no longer protect it.

Patient or legally authorized individual signature Date Time

Printed name, if sighed on behalf of the patient Relationship to patient (parent, legal guardian etc)

274 Union Blvd. Suite 110, Lakewood, CO 80228
Tel 303-951-0600 Fax 303-951-0605
www.critcaremd.com



