AUTHORIZATION TO RELEASE MEDICAL RECORDS/INFORMATION

PATIENT’S NAME: ____________________________________________        DATE OF BIRTH: ___________________
Last four of SSN: ____________________________		PHONE: __________________________________________

PHYSICIAN/FACILITY TO PROVIDE RECORDS:	AUTHORIZED RELEASE TO:
____________________________________________	The Center for Spine and Orthopedics
____________________________________________	9005 Grant Street, Suite 200
____________________________________________	Thornton, CO  80229 
____________________________________________	Ph: (303) 287-2800
____________________________________________	Fax: (303) 287-7357

 I authorize the health care provider to release the information specified below to the Center for Spine and Orthopedics.  
Release medical information only generated by this facility.  I specifically authorize the release of information regarding the following condition(s):
Initials							Initials
_______  Office Chart Notes				_______  Study films (MRI, CT Scans, X-rays)
_______  Drug and/or substance abuse, if any		_______  Lab work 
_______  Psychological or psychiatric conditions, if any	_______  AIDS/HIV, if any 

EXPIRATION OR REVOCATION OF AUTHORIZATION – I understand that I may revoke this authorization at any time.
USE OF COPIES – A copy of this authorization may be utilized with the same effectiveness as an original.

Patient’s Name (print):					Party Authorized to Sign for Patient (print): 

____________________________________________	__________________________________________________

Patient’s Signature:					Authorized Party Signature:

____________________________________________	__________________________________________________

							Relationship to Patient: _____________________________
Date: ___________________				Date: ___________________
