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[bookmark: _GoBack]                          Park View Pediatrics
6179 S Balsam Way Suite 205 Littleton, CO 80123
Office: (303)972-2000 | Fax: (720)245-2690

CONSENT TO RELEASE MEDICAL RECORDS TO US
Patient name:_____________________________________________  Date of birth_________________
Patient name:_____________________________________________  Date of birth_________________
Patient name:_____________________________________________  Date of birth_________________
Patient name:_____________________________________________  Date of birth_________________
I hereby request transfer of medical records. Please send a copy of the entire medical record, including but not limited to: Physician notes, consult notes, treatment records, problem lists, immunization records, medication lists, laboratory records, growth data, development and behavior information.  
FROM: Please include all contact information (including fax)			 TO:Park View Pediatrics
6179 S. Balsam Way Suite 205
Littleton, CO  80123
Phone 303-972-2000
Fax 720-245-2690

								
								
(Please include specific doctor /location)

								
				 				
(Please include specific doctor /location)
	
Any Pharmacy ________________________________     
Sensitive Information: I recognize that these records may contain sensitive information relating to drug use or abuse, alcoholism, HIV or Auto Immune Deficiency Disorder/AIDS, sexual information, psychiatric or psychological conditions and I specifically authorize release of this information.

Consent to re-release medical records not generated in this office: Records previously obtained from other medical providers could contain information that may be sensitive to you. The office may not have thoroughly read these records. We do not know whether they contain sensitive information.  Furthermore, we have no way of verifying whether the other provider provided a complete copy of the record. However, by providing us your signature, you are authorizing us to release that information.
SIGNED:__________________________________				Date:_______________________
Parent or Guardian’s name______________________________
Patient relationship:_________________________
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