“ Authorization to Disclose Health Information

"Patient Name: . Date of Birth: _
. I authorize the use or disclosure of the above named individual’s health information as described below.
2. The following individual or organization is authorized to make the disclosure:

Address:
3. The type and amount of information to be used or disclosed is as follows: -

i a.» Pl'OblﬁIlliSt D
b. Medication list a
c. List of allergies a
d. Immunization record a
e. Most recent history and physical a
f. Laboratory results Q From (date) to(date)
g. X-ray and imaging reports Q From (date) to(date)
h. ion reports Q (doctors name)
i. Entire medical record a
j- Other a

: . . ' _ . Smat World Pediatrics
; o - 332 8. Orchard Springs Dr. #150.
Pueblo West, CO 81007
719 253-7640 Fax 719 253-7644

oﬂ:cmrisemvoked,ﬂ:isamhoﬁmmwﬂlexpiremtheﬁﬂlowing 3 '
. If I do not specify, this authorization will

'SignaﬁneoflfaﬁentorlﬁgalRﬁpmsmﬁve

If signed by Legal Representative, Relationship to Patient Signature of Witness



