 Authorization for Release of Medical Information
PATIENT NAME: _______________________________________________________
DATE OF BIRTH: __________________ SOCIAL SECURITY #: ________________
ADDRESS: _____________________________________________________________

PHONE #: ______________________________________________________________
PHYSICIAN SENDING MEDICAL RECORDS: 
____________________________________________________________________________________________________________________________________________________________
PHYSICIAN RECEIVING MEDICAL RECORDS:

DR. LORA BULMAHN/ADVANCED FAMILY HEALTH, PLLC, 325 SOUTH BOULDER RD, #1, LOUISVILLE, CO 80027  FAX: 303-666-4950  PHONE: 303-666-4949 
1) I authorize the release of the following information (please check one or more): 
· Complete Medical Record




or
· Progress notes

· Labs
· Xrays
· Other: ____________________________________________________________
2) I consent to the release of any positive or negative test result(s) for HIV/AIDS with the rest of my medical records, if applicable.  Initial: _________ Date: ____________

3) By signing below, I authorize the sending physician to release my confidential health information to the receiving physician.  I understand that this authorization is voluntary and I may refuse to sign this form.  This consent expires 90 days after signing.
_________________________________________________

Signature of Patient or Guardian

_________________________________________________

Printed Name of Patient or Guardian

_________________________________________________
Date

