
MY FAMILY DOCTOR

1155 Alpine Avenue, Suite 230

Boulder, CO  80304

303.835.7150  phone

303.557.6274  fax

Lila Rosenthal, MD
     Kristin Van Konynenburg, MD, CHom

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL MEDICAL INFORMATION

Patient Name:  _______________________________________

Date of Birth:  _______________________

Phone Number:  __________________________  email:  _______________________________________________

Address:  ______________________________________________________________________________________ 

Persons/organizations to release  your information to/from:
Persons/organizations to release  your information to/from:

My Family Doctor





_____________________________________

1155 Alpine Avenue, Suite 230



_____________________________________

Boulder, CO  80304





_____________________________________

Please tell us what information to release:

_____ Entire Medical Record

_____ Laboratory Results from date _____ to date  _____

_____ Most Recent 3 Years

_____ X-Ray Reports, from date _____ to date  _____

_____ Most Recent 5 Years

_____ Procedure  Reports, from date _____ to date  _____

Immunizations




What Procedure?  ___________________________

Other:  __________________________________________________________________________

 _____ Release mental health, substance abuse, and/or AIDS/HIV information.

Reason(s) copies are being requested:

___ Moving 
  ___ Consultation 
   ___ Changing Doctors 
  ___ Personal Copy

· I understand that this authorization will expire one year from the date below or on (date) ___/___/___         Initials _____
· I understand that I may revoke this this authorization at any time by notifying the releasing organization in writing, but my revocation will not affect any releases made or other actions taken before the date of my revocation.          Initials _____
· I understand that for use other than referral to a specialist, there may be a charge of $14.00 for the first ten pages.  $0.50 per page for pages 11 - 40 and $0.33 per page thereafter for copies of my medical records.  This charge will be billed to me by My Family Doctor.








    Initials _____
· I understand that incomplete information on this form may delay the process of this request.

    Initials _____
_______________________________________________________

________________________________

Signature of patient or patient’s legal representative



Date

_______________________________________________________

Name of patient or patient’s legal representative






Office Use Only:  Date Received______________  Initials  _______________   Date released ___________________
Office Use Only:  Date Received______________  Initials  _______________   Date released ___________________

