
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Release of Medical Records 
 

For quality assurance within our practice, we would appreciate your assistance in 
providing the reason for the release of records. 

 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
 
Thank you,  
South Denver OB/GYN 



 
 

 
South Denver Obstetrics and Gynecology 

Kelly Lennon, MD, Scot Graham, MD, Roy Bergstrom MD,  
Jessica McCullough, MD, Sue Saindon, NP, Diana Buckwalter CNM,NP 

Nissa Geisness, CNM,NP, Mary-Signe Kelly, CNM 
 
7780 S. Broadway, Suite 280                              1189 S. Perry St                                     1091 S. Gaylord St               
      Littleton, CO 80122                                  Castle Rock, CO 80104                              Denver, CO 80209 
                                                    Phone: 303-738-1100        Fax: 303-738-1310 

 
AUTHORIZATION TO RELEASE HEALTH INFORMATION 

 
RECORDS REQUESTED FROM: 
Name of Organization:___________________________________________________________________ 
Address:___________________________________________City:________________________________ 
State:______ Zip Code:_______ Phone Number:_______________________________________________ 
Fax Number:_______________________________ 
 
Patient Name:___________________________________ Date Of Birth:___________________________ 
 
My Authorization:  
You may disclose the following health care information (check all that apply) 
 
______    All of my health care information maintained by the above named practice 
 
Circle the following that apply 
Include or Exclude    My health information related to drug abuse 
Include or Exclude    My health information related to alcohol abuse 
Include or Exclude    My health information related to HIV/AIDS 
Include or Exclude    My health information related to psychiatric conditions/psychotherapy notes 
 
______   My health information relating to the following treatment or condition 
   ______________________________________________________________________________ 
______   My health information for date(s)____________________________________________________ 
 
You may disclose my information to:  
Name of Organization:___________________________________________________________________ 
Address:__________________________________________ City:________________________________ 
State:______ Zip Code:________ Phone Number:______________________________________________ 
Fax Number:_____________________________ 
 
Reason(s) for this authorization (check all that apply) 
At my request_______ Other (specify)_______________________________________________________ 
This authorization ends:___________ OR when the following event occurs__________________________ 
 
My Rights 
I understand I do not have to sign this authorization form in order to get healthcare benefits (treatment, payment, or enrollment). However, I do have to sign an 
authorization form: 
∙ To take part in a research study 
∙ To receive healthcare when the purpose is to create health information for a third party 
I may revoke this authorization in writing. If I do, it will not affect any actions already taken by the above named practice based upon this authorization. I may not be 
able to revoke this authorization if its purpose was to obtain insurance. Two ways to revoke this authorization are: 
∙ Fill out a revocation form. The form is available from the office OR write a letter to the office 
Once the office discloses health information, the person or organization that receives it may re-disclose it. Privacy laws may no longer protect it.  
 
 
Patient or legally authorized individual signature_______________________________________________ 
 
Patient Printed Name__________________________________________ Date_______________________ 
 
Relationship to Patient____________________________________________________________________ 


