
Authorization to Release / Disclose


Medical Records / Health Information
Patient:                                                                              DOB                                   
Records Requested From:                                                                                            
                                                                 Name of Doctor, Hospital, or other Agency

Street Address                                                                                          City                                          Zip Code 

Purpose of Disclosure:                                                                                                                       
Send copies of: 
All Records   
                                                   Dates of Service:

Office Notes 
                     

                        thru                             

Hospital Reports                  
Lab Reports                         
                                    U/S Reports                         

Include HIV          Do Not Include HIV        
*************************************************************************************************

I hereby request that ALL REQUESTED medical records for the above named patient be furnished to:

Cisneros Center of Obstetrics & Gynecology
Rosa J. Cisneros, MD
9981 N. Washington St., Ste 22,
Thornton, CO 80229

Phone: 303-252-1247  Fax: 1-844-849-2160
· A copy of this authorization shall be utilized with the same effectiveness as the original.

· Treatment, payment, enrollment or eligibility of benefits may not be conditioned on obtaining the individuals authorization.

· I understand that I may revoke this authorization at any time in writing.

· I further understand that any such revocation does not apply to the extent that persons authorized to use or disclose my health information have already acted in reliance on the authorization.

· I understand that any disclosure of information carries with it the potential for re-disclosure and that the information then may not be protected by federal confidentiality rules.

· I understand that this authorization will expire one year from the date of this document or                                                                       (Date of Expiration).

· I understand that charges may be incurred for copying costs.


Date                                                   Signature of Patient / Legal Guardian


