Greenwood Pediatrics, P.C.

RECORDS RELEASE AUTHORIZATION

| authorize to release protected health information to
(pleasecirclethe correct office bel ow):

Southeast Southwest Parker

9094 E. Mineral Ave. #100 6931 S. Pierce St. Suite#100 16830 Northgate Dr. #150
Centennial, CO 80112 Littleton, CO 80128 Parker, CO 80134
303-694-3200 303-973-3200 303-805-7879

fax# 303-694-2680 fax # 303-904-8510 fax # 303-805-8076

Please send acopy of theentiremedical record, including but not limited to, immuni zati on status, growth
and devel opmental information, officenotes, consult notesand thoseitemsmarked below withmy initials
for each child listed.

__Drug abuse, if any __Alcohol abuse, if any
___Psychological or psychiatric conditions, if any __AIDS/HIV, if any

Child’s name and date of hirth:

Parent’ s name:

Address:

Phone number:

Signature: Date:

ThisAuthorizationwill expire 90 daysafter thedateidentified above. Y ou can cancel thisauthorization
at any time, but you must do soinwriting. If you cancel it, the people authorized to use and disclose your
protected health information may usetheinformation collected prior to the dateyou revoked this
authorization. Please send written revocationto theindividual or department who you authorized to use
you protected health information. Also, please be aware that once we discl ose thisinformation per your
instructions, theinformation is subject to re-disclosure and may no longer be protected.

NOTE: WHEN THISFORM ISCOMPLETED, PLEASE DO NOT SEND
IT TO GREENWOOD PEDIATRICS. MAIL THISFORM TO YOUR
PREVIOUSDOCTOR TO HAVE THE RECORDS COPIED AND SENT
TO OUR OFFICE. THANK YOU.
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