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    AUTHORIZATION TO RELEASE MEDICAL INFORMATION
YAMPA VALLEY MEDICAL ASSOCIATES, P.C.

940 Central Park Drive, Suite 100

Steamboat Springs, CO 80487

PH: (970) 879-3327 FAX: (970) 870-3499
PROVIDER:______________________________________________________________________________________________
(Name, address, phone number or fax number where records may be obtained. If this section is left blank, this authorization form is invalid and will be returned to the patient) 

PATIENT: ____________________________________________________ SS# ______________________________

DOB: ___________________________________

RELEASE TO: ___________________________________________________________________________________

(Name and address of recipient agency, organization or individual to whom information is to be released)

GENERAL AUTHORIZATION:  I authorize the above-named health care provider to release the information specified below to the organization, agency or individual named on this request. I agree to pay the facility’s charge for copying documents and I understand that the facility may require a reasonable amount of time to make copies.

SPECIFIC AUTHORIZATION: I specifically authorize the release for information regarding the following condition(s). I understand that if I do not check these authorizations, records will be released as incomplete and processing time may be delayed.  

(   ) Drug Abuse    (   ) Alcohol Abuse (   ) Psychological or Psychiatric conditions

 INFORMATION TO BE RELEASED:
Treatment Dates _______________________

_______ Office Notes

_______ Laboratory Results

_______Hospital Reports

_______ Complete Copy of Medical Record

_______X-ray Reports

_______ Other

PURPOSE FOR RELEASE OF INFORMATION:

______Continuation of Care   ______Insurance 
_____Legal
_____Personal Use _____Other


PLEASE NOTE THAT THERE IS A FEE FOR COPYING MEDICAL RECORDS

(10 or fewer pages – No charge) (10-50 pages -$25.00) (50 pages or over $35.00)

Records being sent directly to another medical clinic or physician for continued medical care will be copied at no charge.
EXPIRATION OF REVOCATION OF AUTHORIZATION: I understand that I may revoke this authorization in writing at any time, except to the extent that the action has already been taken to comply with. I understand that this authorization will not apply to admission or care provided after the date of my signature. Even if I do not revoke this authorization in writing, this authorization will automatically expire:

(   ) 180 Days from the date of my signature

(   )  On the following date: ______________
_____________________________________________________

______________________________

Signature of Patient or Guardian 




Date

