Authorization for Release of Protected Health Information
Patient Name: ______________________________   Date of Birth: ______________
Home Phone: ____________________   Cell Phone: ____________________

I authorize Summit Cardiovascular Care to release or obtain my protected health information as specified below, in accordance with HIPAA regulations.

Release To / Obtain From:
Facility / Practice Name: ________________________________________________
Address: ________________________________________________________________
Phone: ____________________   Fax: ____________________

This authorization applies to (check all that apply):
☐ All healthcare information
☐ Information related to the following condition, treatment, or dates:
__________________________________________________________________________

I understand that I may revoke this authorization in writing at any time, except to the extent that action has already been taken.

Patient Signature: ______________________________   Date: ______________

