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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

Patient Information:

Legal Name of Patient: DOB:
Patient’s Contact Number(s): Home: Cell:
| authorize to disclose my medical information to:

Name of Person or Company:

Address of Person or Company:

Description of Information to be Disclosed:
Date(s) of service:
The information | wish for Rocky Mountain Sleep Disorders Center to Disclose:
L1 Physician Reports  [ISleep Study Reports [ Progress Notes [ Lab/X-ray Reports
[ Authorizations [ Other:

Course of Delivery:
O Mail O Fax O Pick Up (Please Allow 10 Days for Processing)

The Purpose of the Disclosure is:
O Employer Request [ To Obtain Insurance Benefits O For Disability Determination
[ For Follow-up Medical Care [ For Legal Purposes [ Other:

L1 At My Request: (If Required by Patient and Information is to be Disclosed to the Patient.)

This Authorization Shall be Valid for Six Months from the Date Signed Unless Otherwise Revoked of for

Shorter Time Stated Here:

See Reverse Side of this Authorization for Additional Information Regarding This Authorization.

Signature:

Patient’s Signature Date of Signature

Patient’s Personal Representative Signature Relationship to Patient Date of Signature



9.

10.

11.

12.

Revocation of Authorization:

| understand that | have the right to revoke this authorization at any time in writing. My revocation does
not apply to actions that Rocky Mountain Sleep Disorders Center has already taken in reliance on my valid

authorization prior to a revocation; nor does it apply to the disclosure to an insurance company if it is a
condition of obtaining insurance coverage.

Refusal to Sign this Authorization:
| understand that | do not have to sign this authorization as a condition of receiving treatment from
Rocky Mountain Sleep Disorders Center, except under the following circumstances:
e If my treatment is research-related, it may be conditional upon receipt of an authorization to use
or disclose my medical information as necessary for the research; and/or
e If my treatment is for the purpose of creating information for disclosure to a third party, the
provision of the services may be conditional upon my signing an authorization.
Possible Re-disclosure:
| understand that the information that is disclosed in accordance with this authorization is no longer
under the control of Rocky Mountain Sleep Disorders Center and may be further disclosed by the
receiving party and that it may no longer be protected by Federal privacy rules.
Marketing:

| understand that if | am authorizing the disclosure of my medical information for the purpose of

marketing, Rocky Mountain Sleep Disorders Center may receive payment as a result of disclosing my
information.



